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ABSTRACT 



Canadian experts in diverse fields as well as people 
concerned about social justice and cohesion have identified quality child 
care as a crucial component in addressing a variety of broad societal goals. 
This study explored the relationships between quality in Canadian family 
child care homes and: provider characteristics and attitudes about family 
child care provision; provider income levels and working conditions; and the 
provider's use of support services, networking with other providers, and 
professional development opportunities. Data were collected from 231 
regulated family child care providers across 6 Canadian provinces and 1 
territory, followed by observations in each provider's home. Data analysis 
focused on identifying the critical factors that predict the level of quality 
in a family child care home. Findings suggest that physically safe 
environments with caring, supportive adults are the norm in a majority of 
family child care homes. However, only just over one third of child care 
homes provided care that would stimulate children's development. Key 
variables that predicted family child care home quality as indicated by the 
score on the Family Day Care Rating Scale were the provider's highest level 
of education in any subject, provider completion of a formal family child 
care-specific training course, provider networking with others through an 
organized association, provider's gross family child care income from the 
previous year, age of the youngest child present, and the provider's attitude 
about family child care provision. Findings suggest that methods to support 
and encourage quality should include recruiting well-educated individuals to 
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the field, providing family child care-specific training, supporting 
development of networking organizations, developing strategies to enhance 
provider compensation, providing extra supports for people providing infant 
care, and promoting and recognizing family child care as a socially important 
and enjoyable career option. (Eleven appendices include an overview of 
research on the relation of family child care quality to child development 
outcomes, an overview of family child care requirements, data collection 
instruments, and a delineation of the predictor variables used in the 
analysis. Contains 131 references.) (KB) 
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Executive 

Summary 

Canadian experts in diverse fields — for example, health,' education, 2 economics, 3 crime prevention 4 — 
as well as people concerned about social justice, 5 have identified quality child care as a crucial component 
in addressing a variety of broad societal goals. These goals include: (1) promoting the optimal 
development and school readiness of all children; (2) supporting economic productivity and labour-force 
attachment; and (3) promoting social cohesion. This report documents the findings of the largest, most 
systematic and most multi-jurisdictional study ever conducted in Canada to explore the relationships 
between quality in family child care homes and: 

1 . provider characteristics and attitudes about family child care provision; 

2. provider income levels and working conditions; and 

3. the provider’s use of support services such as child care resource programs, networking with other 
providers, and professional development opportunities. 

Data were collected from 23 1 regulated family child care providers across six provinces and one territory, 
followed by observations in each provider’s home. The data analyses went beyond simple description of 
the associations found between quality and the characteristics of the providers and homes to identification 
of the critical factors that predict the level of quality in a family child care home. 

The scores obtained by the providers as a group on the Caregiver Interaction Scale (CIS) indicate high 
levels of warm, attentive and engaged behaviour with children and low levels of harshness or detachment. 
The CIS scores, along with scores from the Family Day Care Rating Scale (FDCRS) indicate that 
physically safe environments with caring, supportive adults are the norm in the majority of family child 
care homes in Canada. As indicated by the FDCRS , over a third of family child care providers, 36.8%, 
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were also providing activities that would stimulate social, language and cognitive development, thereby 
setting the stage for school readiness. 

Despite the encouraging data from the CIS, the results from the FDCRS , a measure of the overall quality 
of the home as a child care setting, are cause for concern. The FDCRS is scored on a seven-point scale 
with scores of 3.0 or below indicating inadequate to minimal custodial care. Homes that score between 
4.0 and 4.99 are protecting health and safety, and providing some activities that support children’s 
development. A score of 5.0 is considered to be the cut-off between good custodial care and care that 
includes the deliberate provision of activities that not only support, but also stimulate, children’s 
development. 

The average score on the FDCRS obtained by the group as a whole was 4.5. The proportion of providers 
obtaining scores at each level was: 

• below 3.0 — 7.8%; 

• between 3.0 and 3.99 — 23.8%; 

• between 4.0 and 4.99 — 31.6%; 

• between 5.0 and 5.99 — 26.8%; 

• 6.0 or higher — 10.0%. 

In summary, only just over a third of providers in our sample were providing care that would stimulate 
children’s development. Children under age 6 enrolled in full-time child care, as were most of the children 
observed, spend on average nine hours a day, five days a week in the child care setting. Given our 
knowledge about the importance of developmental^ appropriate stimulation for young children, the 
FDCRS findings should be a major concern for the whole of society. Our findings represent thousands of 
lost opportunities to support young children’s optimal development. The finding that quality tended to be 
lower when an infant under age 18 months was in the home is of special concern. 

Statistical analyses identified six key variables that predicted the quality in a family child care home as 
indicated by the FDCRS score. These variables were: 

1 . The provider’s highest level of attained education in any subject, with higher levels of education 
predicting higher quality. 

2. Whether the provider had completed a formal family child care-specific training course, with 
completion of such a course predicting higher quality. 

3. Whether the provider networks with others through an organized association or network, with 
networking predicting higher quality. 

4. The provider’s gross family child care income from the previous year, with higher income predicting 
higher quality. 

5. The age of the youngest child present when the FDCRS observation was done. The average FDCRS 
score was lower for the group of providers who had at least one child under age 1 8 months present 
than for the group where the youngest child present was older than 18 months of age. 
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6. The provider’s attitude about family child care provision. Higher quality was predicted by providers 
who stated that they intend to continue providing family child care, enjoy the work and view it as 
their chosen career. 

Part of the data analyses included a strategic policy probe to explore the importance of: (1 ) family child 
care-specific training and (2) provider involvement with a child care resource program or a family child 
care organization. The findings of this exercise underscore the value of providers having completed family 
child care training and of communities having local organizations that can offer information, training, 
provider networking and other resources to support family child care providers. 

Our findings suggest that methods to support and encourage quality in family child care should include: 

* taking steps to recruit well-educated individuals to be family child care providers; 

* providing family child care-specific training for people who wish to enter this occupation or are already 
involved in it but lack such training as well as ongoing professional development opportunities; 

♦ encouraging and supporting the development of local organizations such as child care resource and 
referral programs and provider networks to make opportunities available for networking, information 
sharing and the provision of concrete supports such as equipment loans; 

♦ developing strategies to ensure that family child care providers have a level of income that is 
commensurate with the knowledge, skills and responsibility associated with good child care; 

♦ providing extra supports for people who are caring for infants; and 

* promoting and recognizing family child care as a socially important and enjoyable career option. 



Notes 

1 National Forum on Health 1997. 

2 Council of Ministers of Education, Canada 1998. 

3 Cleveland and Krashinsky 1998; Kent 1999. 

4 National Crime Prevention Council 1996. 

5 Jenson and Stroick 1999; National Council of Welfare 1999. 
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Summary of 
Recommendations 



Recommendation on Regulation 

1 . Starting immediately, all jurisdictions must examine their existing policies and practices to 
identify those that act as disincentives for family child care providers to join the regulated 
system. Policies and practices that act as disincentives must be changed. In addition, all 
jurisdictions must immediately begin work on the development and implementation of 
policies and practices that will encourage family child care providers to join and remain in 
the regulated system, including the implementation of our Recommendations 7 and 8. 



Recommendations on Provider Preparation 

2. Starting immediately, all jurisdictions must require the successful completion of a first-aid 
course, including CPR for young children, as a pre-condition to a provider becoming 
regulated. 
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Recommendations on Provider Preparation (cont’d) 

3. By the year 2003, all jurisdictions must require regulated providers who have not completed a 
post-secondary ECCE credential to complete a basic family child care provider course 
within the first year of starting to provide care. This course should include units on: basic 
health and safety, setting up the environment, nutrition, child development, child guidance, 
working with mixed-age groups, formulating appropriate daily routines, partnerships with 
parents, good business practices, and balancing work and family responsibilities. Providers 
who have completed a post-secondary ECCE credential, but not a formal family child care- 
related course, must be required to take training on issues specific to family child care 
within the first year of providing care. This training should include working with mixed- 

age groups, appropriate business practices, and balancing work and family responsibilities. 

4. By the year 2003, all jurisdictions must require regulated providers to engage in a minimum 
of six hours of professional development each year. 

5. Between now and the year 2003, all jurisdictions must take the steps required in their 
jurisdiction to ensure the availability and accessibility of appropriate training and 
professional development for ALL family child care providers, regardless of their regulatory 
status. 



Recommendation on Infrastructure 

6. By 2003, all jurisdictions must ensure the availability of a variety of provider support services 
across their jurisdiction through adequate levels of funding for existing provider supports 
such as child care resource programs and family child care agencies, and creating new 
services where none exists. Particular attention must be given to financial assistance for the 
development and ongoing support of provider associations. 



Recommendations on Provider Income 

7. Starting immediately, all jurisdictions must implement an income-enhancement grant for 
regulated providers. The grant amount must ensure that all providers working full-time and 
caring for four or more children receive, after child care-related expenses and before taxes, 
the equivalent of what would be earned, on average, by an entry-level staff person working 
full-time in a centre in the same jurisdiction. Full-time for providers should be defined as at 
least eight hours a day, five days a week, for 48 weeks or more a year. 

8. Starting immediately, all jurisdictions must begin providing start-up grants and annual operating 
grants to all regulated providers. 
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Recommendations Relating to Children with Specific Characteristics 

9. Starting immediately, all jurisdictions must provide an “infant incentive grant” to regulated 
family child care homes providing care for a child under age 18 months in recognition of 
the additional time, expense and effort required to provide high-quality care for very young 
children. 

10. All jurisdictions must work with family child care provider associations, family child care 
agencies and other organizations that deliver training and professional development to 
develop and implement opportunities for providers to obtain special training for working 
with infants and young toddlers in the context of a family setting and a mixed-age group. 

1 1 . Starting immediately, all jurisdictions must provide “special needs funding” to regulated family 
child care providers who look after a child with special needs. Such funding must take into 
account the particular needs of the individual child(ren) and the type of additional 
assistance or costs that might be required to give appropriate care. In situations where a 
provider cannot accept her full complement of children because of the time and attention 
required by the child, the special needs funding must include compensation for her lost 
income. 

12. All jurisdictions must take action to ensure the provision of training specific to the child’s 
needs, plus consultation and appropriate resources for providers caring for a child who has 
special needs. 



Recommendation on Provider Recruitment 

13. Governments, family child care organizations and professional organizations must immediately 
undertake public education/awareness strategies that will assist people to understand the 
link between the importance of children’s experience during their early years and the value 
of people who work in child care. 
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Chapter 1 

Introduction 



1.1 The Three Studies of the You Bet / Care! Project 

The You Bet I Care! project involved three studies and covered both centre- and family-based child care 
settings serving children under the age of 6. 

Study 1, the findings of which are reported in You Bet 1 Care!: A Canada-Wide Study on Wages , Working 
Conditions and Practices in Child Care Centres , l used mail-out questionnaires to obtain information 
about wages, working conditions, staff educational levels, centre practices and staff views on child care as 
a career from centres in each province, the Northwest Territories and the Yukon. 

Study 2, the findings of which are reported in Caring and Learning Environments: Quality in Child Care 
Centres Across Canada, 2 collected similar information on a different sample of centres in six provinces 
and the Yukon. It also included on-site observations in the classrooms of teachers who had responded to a 
staff questionnaire. The purpose of Study 2 was to identify those factors most important for predicting and 
maintaining high-quality teacher-child interactions and experiences that promote children’s learning and 
social development in centre-based care. 

Study 3, the subject of the present report, is based on information about their experience, working 
conditions and job satisfaction collected from 231 regulated family child care providers in the same seven 
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jurisdictions as used in Study 2, together with contextual information from 24 family child care agency 
directors. 3 Study 3 also involved on-site observations in the providers’ homes. The purpose of this study 
was to identify those factors most important for predicting and maintaining sensitive, responsive provider- 
child interactions and experiences that promote children’s learning and social development in family child 
care. The participating family child care providers were located in Alberta, British Columbia, New 
Brunswick, Ontario, Quebec, Saskatchewan and the Yukon. 

All three studies provide important information that can and should be used by policy-makers, child care 
professionals, educators and community planners as they consider the critical investments that must be 
made and the practical issues that must be addressed in order to promote and sustain access to high-quality 
child care services for Canada’s children and families. 



1.2 The Importance of Child Care Quality 

" Learning in the early years must be based on quality ' developmenta/ly- 
attuned interactions with primary caregivers and opportunities for play-based 
problem-solving with other children that stimulates brain development . " 

— Margaret Norrie McCain and J. Fraser Mustard 1999, p. 7 

An extensive body of research has been published, especially during the last 15 years, that documents the 
importance of stable, sensitive, high-quality child care for children and their parents. This literature has 
been summarized by developmental psychologists 4 who have identified the positive effects for all children 
of high-quality care on the young child’s language, cognitive and social development. Based in part on 
this evidence, Canadian economists such as Gordon Cleveland and Michael Krashinsky 5 and Tom Kent 6 
have made a convincing case that public investments in high-quality care for young children do not only 
have significant impacts on children’s healthy development, readiness to learn, and later performance in 
school and with peers; these investments are also important for achieving broader social and economic 
goals related to economic productivity and labour-force attachment, reduced levels of child and family 
poverty, women’s equality and community cohesion. 

Much of the research reviewing the effect of child care on children is based on studies conducted in 
centres. However, as discussed in the following section, there is evidence that high-quality family child 
care also has positive effects on children’s language and cognitive development. Moreover, the provision 
of sensitive care to very young children by providers who are actively involved with them and give good- 
quality care has been found to be associated with the development of secure attachment relationships 
between infants and toddlers and their provider. 7 

Recent studies using new techniques have confirmed the importance of children’s early experiences for 
brain growth and brain functioning. Lack of appropriate experiences that promote active learning may 
limit opportunities for further development and/or limit the ways in which children respond to new stimuli 
or changing circumstances, with the result that their development may not reach its full potential. 8 This 
new stream of research not only supports the importance of early stimulation, it also confirms the 
importance of sensitive, consistent care for infants and young children in buffering stress reactions that 
can have significant longer-term effects. Research reported by Megan Gunnar 9 suggests that, while 
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positive learning experiences promote brain development and organization, stressful experiences are 
associated with the release of cortisol. This hormone is associated with impaired learning and memory, 
greater emotionality and lessened self-control, weakening of the auto-immune system, and difficulty 
regulating and sustaining one’s attention to important tasks. In summary, this new research confirms the 
importance of both consistent and sensitive care and stimulating learning opportunities to promote 
resiliency in children and to avoid a range of poor developmental outcomes. 



1.3 Family Child Care Quality and Its Influence on Child 
Development 

When parents, providers, researchers and policy-makers talk about quality family child care they have in 
mind the combination of: 

• continuity of relationship and sensitive interactions between the provider and the children in her care; 

• the provision of a safe and comfortable emotional and physical environment; and 

• the provision of appropriate, stimulating experiences that promote children’s learning and social 
development. 

Mutually respectful and supportive communication between parents and providers could be added to this 
list as another key ingredient. A positive partnership between parent and provider is of benefit to both 
parties and also helps to support the quality and continuity of children’s experiences at home and in child 
care. 

A growing body of research is identifying how good-quality family child care can contribute to children’s 
development, and has begun to specify the most important ingredients to assure quality (see Appendix A 
for a synopsis of the major studies). This research focuses on two main dimensions of quality in family 
child care: the care provider’s interactions with the children; and the characteristics of the physical setting, 
and the activities and program provided. Collectively the research findings indicate that: 

• Children who have providers who are warm and who respond promptly and appropriately to them have 
higher levels of social and/or cognitive skills. Similarly, the amount of social, language and/or cognitive 
stimulation provided by the adult is related to children’s social skills, verbal abilities and complexity of 
play behaviour (which, in turn, is associated with later cognitive development). 

• When measures of children’s development and ratings of the overall quality of the home are made at the 
same point in time, a positive association is found between the observed level of quality and the level 
of the children’s social and language skills, and/or cognitive competence. Research has also found a 
correlation between ratings of family child care quality and the security of the attachment between 
infant and provider. 

• The overall quality of the family child care home may contribute to the children’s later social, language 
and cognitive skills, and to their academic functioning well into adolescence. A longitudinal study 
conducted in Canada reports an association between children’s scores on language tests while in child 
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care in turn associated with the quality of the home — and their scores as 13-year-olds on tests of 
arithmetic skills, reading comprehension, understanding of language and general intellectual ability. 10 
A further follow-up of the children as 17- or 18-year-olds found that academic skills continued to be 
associated with the quality of the family child care experienced by the child, and that there were also 
positive correlations between family child care quality and measures of self-esteem and peer social 
skills in late adolescence. 11 

The association between family child care quality and child outcomes noted above cannot be assumed to 
indicate causation. However, repeated findings of the same or a similar association across a number of 
studies add strength to the hypothesis that high-quality, responsive, stimulating family child care can 
positively influence children’s development. 



1.4 Dimensions of Quality 

Urie Bronfenbrenner’s work on the “ecology” of child development has inspired a generation of 
researchers to examine how typical, community-based child care settings operate — both as complex 
systems themselves and as part of the larger systems in which they are embedded. 12 This theoretical 
framework is particularly appropriate for an understanding of how a wide variety of factors influence the 
quality of care. It also reminds us that quality itself is not a single factor, and that it is affected by 
influences operating at several levels in a complex and dynamic fashion. 

Research on quality conducted mostly in centres has identified four major dimensions of quality that have 
also been applied to family child care. 13 Most often, researchers discuss the dimensions of process quality, 
structural quality, and the quality of the adult work environment. A fourth dimension, that of contextual 
influences, has been identified in recent studies. 14 Two layers of context seem to be important. The setting 
itself as context is one layer; both homes and centres differ among themselves in characteristics such as 
the number and ages of children served, and policies and other variables that affect quality. The second, 
and broader, contextual layer relates to factors outside the setting itself; it includes a provider’s regulatory 
status, and government policies and practices in the jurisdiction in which the home operates. Such factors 
are now being recognized as having both direct and indirect effects on the quality of care provided (for 
example, in centre-based care by impacting on staff job satisfaction and turnover rates, as well as on the 
capacities of centres to invest in quality improvements). 15 

1.4a Process Quality 

Process quality refers to the nature of children’s daily experiences in the child care setting. It encompasses 
the nature of the children’s daily interactions with their provider or teacher and with the other children, 
and the kinds of activities and opportunities provided to enhance children’s development. The research 
studies reviewed in Section 1.3 and Appendix A focused particularly on aspects of process quality as they 
relate to children’s development. Process quality, the focal point of much child care research, is believed 
to be heavily dependent upon the conditions in which care is provided, and hence is strongly associated 
with, and affected by, the other dimensions of quality described below. 

1.4b Structural Quality 

Structural quality refers to the specific conditions that are believed to influence most directly the 
behaviour of caregivers and other aspects of process quality. The elements most typically associated with 
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structural quality are: (1) group size, that is, the number of children cared for; (2) adultxhild ratios; and 
(3) the adults’ educational background or specific training that prepares them for their work. These 
elements lend themselves to government regulation and monitoring, as do other requirements designed 
to protect children’s health and safety. In and of themselves, these aspects of structural quality cannot 
guarantee process quality in a child care setting, but they can establish conditions that increase the 
likelihood that it will occur. Hence, many regulations specify the maximum number of children and/or the 
maximum number of infants and toddlers that a provider may care for. Some minimum level of training 
may also be required, and a number of jurisdictions, particularly in the United States, have added the 
requirement that caregivers participate in some form of training or professional development on an 
ongoing basis. 16 

L4c The Quality of the Adult Work Environment 

Process quality has also been shown to be influenced by the quality of the work environment. In centre- 
based care, aspects of the adult work environment that have been found to be important include: (1) the 
level of wages and the benefits provided to staff; (2) working conditions that provide staff with breaks 
during the day and with some input into decisions that affect them and the nature of the child care 
program; (3) the provision of opportunities for staff to extend their knowledge through workshops and 
other professional development activities; and (4) an environment that promotes positive and supportive 
relationships among co-workers and supervisors. These aspects of the adult work environment are 
increasingly being found to affect teachers’ job satisfaction and staff turnover rates, in addition to being 
correlated with observed process quality. 17 

Aspects of the adult work environment in family child care include: (1) child care income; (2) total work 
hours; (3) whether providers are paid in various circumstances; and (4) the provider’s relationship with 
parents and with licensing officials/home visitors. Another important dimension of the adult work 
environment for family child care providers is the extent of support they have from a variety of other 
people, including immediate family members, other providers, and local family child care associations or 
child care resource programs. 18 The amount of control that providers feel they possess to affect various 
aspects of their work, as well as the extent to which they have access to substitutes on occasion, have not 
been studied but appear likely to affect job satisfaction, job stress and process quality. 

1.4d Contextual Dimensions of Quality 

Research on the contextual dimension(s) of quality has been most visible in multi-jurisdictional studies of 
centre-based care. While centre auspice (whether a centre operates as a commercial enterprise or as a non- 
profit organization) has been a factor in research and public policy debates for some time, recent studies 
are beginning to show how other factors, such as the nature and amount of public funding, whether the 
centre receives subsidized rent, and different service mandates may affect such aspects as staff wages and 
job satisfaction, as well as the quality of care observed in the classroom. 19 The closest parallels to these 
variables in family child care may be regulatory status (which has been found to be a major factor across 
a range of studies), whether the provider is individually licensed or is affiliated with a family child care 
agency, and the policies and practices of the government in the jurisdiction in which the home operates. 

1.4e The Dynamic Interaction of Dimensions of Quality 

Aspects operating on all of the dimensions referred to above interact in a complex and dynamic fashion. 
The results of our companion study, the largest and most systematic study of quality in child care centres 
in Canada, 20 indicate that process quality (as measured by scores on the Infant/Toddler Environment 
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Rating Scale [ITERS], 2 ' the Early Childhood Environment Rating Scale-Revised [ECERS-R] 22 and the 
Caregiver Interaction Scale [CIS] 23 ) is related to variables that cut across these dimensions. The major 
direct and indirect predictors of quality in centre-based care were found to include: (1) staff wages and 
benefits; (2) adultxhild ratio; (3) non-profit auspice; (4) whether the centre had subsidized rent and/or 
utilities; (5) average fees charged to full-fee paying parents; (6) teaching-staff job satisfaction; (7) whether 
the centre is used as a practicum site for student-teachers; and (8) teachers’ level of satisfaction with their 
relationships with their colleagues and the work environment. 24 



1.5 The Uniqueness of Family Child Care 

As discussed in the following chapter, family child care is a distinct entity. For example, unlike the teacher 
in a centre, the family child care provider works in her own home, usually has a mixed-age group, and 
often has her own child present so that she is simultaneously filling the role of mother and the role of care 
provider for other people’s children. We believe that it is vitally important to study, to discuss research 
findings and to formulate policies and practices related to family child care on its own terms. In the 
following chapter, therefore, we discuss the nature of family child care, contributors to quality in family 
child care, some of the evolving perspectives on family child care quality, and the need for a model of 
quality that is specific to family child care. We urge the reader to use Chapter 2 as a framework within 
which to consider the findings and recommendations presented in this report. 



1.6 The Importance of Family Child Care in the Child Care 
System 

Family child care is a vital part of the child care system because: 

• According to data collected by the National Longitudinal Survey of Children and Youth (NLSCY), 
56.2% of children under age 6, and 5 1 . 1 % of those age 6 to 11, who were receiving out-of-home, non- 
relative care on a regular basis in 1996/97, received this care in a family child care home. This translates 
into approximately 390,200 children under age 6 in this type of care, and an additional 246,400 children 
aged 6 to 1 1 . 25 

Family child care is able to address the diversity of parents’ needs and preferences in out-of-home care 
for their children; for example, many parents prefer family child care to centre care for their infants and 
toddlers. 26 Parents’ stated reasons for preferring family child care for this age group include having the 
same adult care for the child over the whole child care day, and having their young child in a setting that 
resembles the infant’s home environment and that therefore provides more continuity for the child. 27 
Other parents appreciate the convenience of having siblings together in the same setting. 28 Parents from 
minority cultures are often particularly anxious to find “caregivers [who] will honor and reinforce in 
their child the values that they themselves uphold in their homes.” 29 Finding a caregiver who is from the 
same culture and who has similar religious beliefs and personal values may be easier in the family-based 
than in the centre-based system. 

Family child care often can address parents’ concerns about convenience of location or the need for care 
that can accommodate changing schedules or extended work hours on occasion. 30 Some family child 
care providers are willing and able to provide evening or week-end care, while this is extremely difficult 
for centres to provide due to the need for additional staff. 31 

• Family child care accounts for over 50% of the broader child care workforce, employing an estimated 
1 70,000 persons. 32 



6 



CHAPTER ONE 




you 



I CARE 



The quality of family child care exerts a profound effect on Canada’s children and their families, given 
the large numbers of children enrolled in family child care homes and the extent to which parents rely 
on this portion of “the child care system” on a daily basis. 



1.7 The Regulatory Climate for Family Child Care in 
Canada 

Family child care includes providers who are regulated, either by being licensed on an individual basis 
or through their affiliation with a family child care agency, and providers who operate on their own 
and are not licensed. The individual licence model is used in all jurisdictions in Canada except 
Alberta, Ontario, Quebec and Nova Scotia. These four provinces use the agency model. In 
Newfoundland/Labrador, family child care providers can choose to be individually licensed or to be 
affiliated with an agency. Ontario very explicitly holds the agency “accountable for ensuring that 
providers and their homes are in compliance with the Day Nurseries Act and the Private Home Day 
Care Regulations regarding health, safety and child care practices.” 33 In the other provinces, the 
regulatory responsibility is implicit, if not explicit, in the requirement that agency staff, known as 
home visitors, make regular in-home visits to observe the care being provided. The required frequency 
of these visits ranges from twice monthly in Nova Scotia to four times yearly in Ontario and Quebec. 
Providers in jurisdictions that use the individual licensing model receive in-home visits from 
government officials. The required frequency of these visits ranges from once a year in British 
Columbia, New Brunswick, the Northwest Territories and Prince Edward Island, to one licensing 
visit and three or four unannounced visits each year in Saskatchewan and the Yukon. 

1.7a The Permitted Number of Children 

As indicated in Appendix B, all jurisdictions limit the number of children permitted at any one time. 
This number varies with the age mix of the children. No jurisdiction allows one provider to care for 
more than eight children, including her own, under age 1 2. Quebec and the Yukon permit a larger 
number of children if the provider has an assistant working with her. With the exception of Nova 
Scotia, the regulations in all jurisdictions restrict the permitted number of children under age 2 or 3. 

1.7b Provider Qualifications and Training 

Provincial/territorial regulations require providers to have a first-aid certificate in all jurisdictions 
except Alberta, Ontario (unless working with a child who has a handicap) and Nova Scotia. In 
Newfoundland/Labrador, Prince Edward Island, Quebec and the Yukon, regulated providers are 
required to complete a certain number of hours of formal child care-related training within the first or 
second year of starting to provide care. The length varies from 30 hours in Prince Edward Island to 
60 hours in the Yukon (see Appendix B). 

Providers in Quebec must attend a minimum of six hours of child care-related professional 
development each year. In Nova Scotia, the requirement is a minimum of four hours. Saskatchewan 
“expects,” but does not require, regulated providers to attend two workshops annually. 
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Provincial/Territorial Funding for Family Child Care 



1.8a Grants to Providers 

Regulated family child care providers in all jurisdictions can obtain government fee subsidies for eligible 
children. As illustrated in Table 1.1, in some jurisdictions they are also eligible for recurring grants. 





Table 1.1 




Provincial Recurring Grants to Family Child Care Providers, 1999 


Jurisdiction 


Grant Name 


Amount 


British Columbia 


Infant/Toddler Incentive Grant 


$3.00 a day per occupied space 
to a maximum of two children 
under age 2 


Saskatchewan 


Equipment Grant 


$50.00 per space per year 


Manitoba 


Operating Grant 


$584.00 per infant space per year, 
$199.00 per preschool or school- 
age space per year 


Quebec 


Infant Incentive Grant 


$6.86 per day per space occupied 
by an infant 


Prince Edward Island 


Infant Incentive Grant 
Operating Grant 


$250.00 per year for each child 
under age 2 enrolled for at least 6 
months 

$450.00 per year 


Northwest Territories 


Operating Grant 


Ranges from $1 .25 to $14.25 per 
occupied space per day, 
depending on the age of the child 
and the location of the home 


Yukon 


Operating Grant 


Based on a formula that includes 
age mix and location of the home 


Sources: Childcare Resource and Research Unit 2000; Cathy McCormick, Government of Prince Edward Island; Francine Lessard, F6d6ration des centres 
de la petite enfance du Quebec. 


.Note: The grants in Prince Edward Island were frozen in 1992; this means that they become available for providers licensed after 1992 only when a 
previously licensed provider stops operating a licensed family child care home. 
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Start-up grants are available in Saskatchewan, the Northwest Territories and the Yukon while grants to 
assist in the integration of children who have special needs are available in British Columbia, the 
Northwest Territories, Prince Edward Island, Quebec and Saskatchewan. 34 

1.8b Infrastructure Grants 

The infrastructure supporting family child care providers includes: (1) family child care agencies in those 
provinces that use this model; (2) a network of provider resource programs in each of British Columbia 
and Ontario; and (3) provincial provider associations in a few provinces. Agencies in all five provinces 
using the agency model receive an “administration fee” from the provincial government to cover costs 
such as home visitors’ salaries, and the provision of training and other supports for providers. Nonprofit 
child care agencies in Nova Scotia and Ontario, and those Ontario commercial agencies that were licensed 
prior to 1 987, receive a provider wage enhancement grant. In Quebec, under the $5.00 a day fee to parents 
program, the government pays a top-up grant of between $15.00 and $19.60 per day for each child over 
age 1 8 months, plus the infant incentive grant of $6.86 for children under age 1 8 months. 

British Columbia funds a network of Child Care Resource and Referral programs with a mandate to assist 
in the recruitment, support and training of both regulated and unregulated providers. Ontario funds a 
similar service, Child Care Resource Centres, which were originally targeted at the provision of support 
and training to the unregulated sector, but are used by both regulated and unregulated providers. 35 The 
provincial family child care organization in Quebec also receives an annual grant of $50,000. 36 No other 
provincial or territorial government funds a family child care organization. 



1 .9 The Goals of the Study 

Only one Canada-wide study of regulated family child care providers has included information about the 
nature of family child care provision and the characteristics and views of family child care providers. 37 
While a few Canadian research projects have examined quality in Canadian family child care in specific 
locales, 38 no study has systematically examined a wide range of different variables in different 
jurisdictions using the same sampling, methodology and instrumentation. This was a major goal of the 
present study. 

Specifically, the main goals of Study 3 in the You Bet l Care ! project were: 

1 . To provide a detailed description of family child care provision, including basic information about the 
number and age mix of children cared for, and characteristics of family child care providers in the 
seven jurisdictions involved in this study. 

2. To profile the current range of process quality (both caregivers’ sensitivity to the children and ratings 
of the family child care home as an environment that promotes children’s healthy development) in a 
sample of regulated family child care homes in Canada. 

3. To explore the association between process quality and various structural aspects, provider 
characteristics and sources of support for providers in Canada. 

4. To examine the relative importance of various elements for predicting process quality — for example, 
ratio, training and the extent to which providers are part of a community-based support system, as well 
as indications of the provider’s feelings about supplying family child care. 
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5. To determine the factors that are associated with providers' views of child care work, including sources 
of stress and satisfaction, and the factors that appear most important as correlates or predictors of their 
likelihood of continuing to provide family child care for at least three years. 

6. To identify the practical and policy implications suggested by the findings that could be used to 
promote quality care for children in family child care homes, and to reduce job stress and the likelihood 
of turnover among family child care providers. 



1.10 The Purpose of This Report 

The report describes the observed quality of children's daily experiences in family child care homes in six 
provinces and the Yukon. It also uses information obtained from the providers and the observations to 
discuss the associations between various elements of quality and children’s experience. Finally, the report 
moves from description to identification of the specific variables from the study that predict the level of 
quality in a child care home. The research evidence obtained in the study is used to make specific 
recommendations for maintaining and improving the quality of Canada's family child care system. 



1.11 Issues in Presenting the Findings 

1.11a Reporting by Jurisdiction 

This report provides information for the sample as a whole and, where appropriate, by province and 
territory. It is important for readers to note that substantial differences were found among providers and 
caregiving characteristics on many variables. Specifically, major differences appear in demographic 
characteristics among providers in different jurisdictions, including their prior education and family child 
care-specific training, and their experience as regulated family child care providers. In some cases (family 
child care-specific training and the number of children enrolled, for example), the differences appear to 
reflect the influence of policies/regulations that can legitimately be inferred to represent the influence of 
jurisdictional differences. In other cases (for example, whether providers have young children of their own, 
providers' formal education in early childhood care and education [ECCE], the extent to which family child 
care is the provider’s chosen career), jurisdictional differences apparently reflect other factors, such as 
general demographic differences and the availability of alternative labour-market opportunities. 

We also note that the limited number of providers included in the study from each jurisdiction may not 
represent all the providers in that province/territory. In general, providers who agree to complete a fairly 
lengthy questionnaire and allow someone to observe in their home for an extended period of time are likely 
to be the people who are comfortable in English or French and are among the most confident about the 
quality of their care. 

1.11b Reporting by Agency Affiliation and Individually Licensed Status 

We had originally planned to contrast providers on the basis of their status as being individually licensed or 
affiliated with an agency; however, this was determined to be an inappropriate comparison for three reasons. 
First, we found that the agencies varied considerably, both across and within jurisdictions, in the supports 
they reported for providers. Second, we obtained information indicating seven individually licensed 
providers in Saskatchewan were associated with an organization that, to all intents and purposes, offers 
supports similar to those offered by a family child care agency in other provinces. Third, most of the 
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providers in British Columbia were associated with a child care resource and referral program that also offers 
the types of training and supports provided by family child care agencies. As a result, we determined that 
comparisons based on individually licensed/agency-affiliated status would be invalid and uninformative. 
Therefore, analyses are presented for the total sample of providers, except in the case of specific analyses 
relating to the nature and type of support that providers receive from licensing officials and from their 
agency. 

l.llc Reporting by Auspice 

Variation in auspice only occurs in agencies. Twenty-four agencies participated in the study for a total of 120 
providers. Only eight of the agencies (33%) were commercial, and six of those eight were located in Alberta. 
Analyses of differences among agency-affiliated providers by non-profit or commercial agency auspice were 
considered inappropriate for two reasons: first, on the basis of the small sample of commercial agencies; 
second, because of the undue influence province-specific factors in Alberta would have on the analyses 
when six of the eight commercial centres were in that province. 

l.lld Findings from the Agency Questionnaire 

Each agency director completed a questionnaire that sought information about: (1) the agency; (2) the 
services provided to children’s families; (3) provider monitoring, fees and turnover; (4) home visitors; and 
(5) the level and types of support available to the providers. In the interest of making public the findings 
related to predictors of quality in child care homes as soon as possible, we decided to write a separate, 
subsequent report discussing the data we obtained through this questionnaire. 39 By doing so, we will be able 
to provide a more thorough exploration of the information obtained from that source. 



1.12 How This Report is Organized 

• Chapter 2 discusses the unique nature of family child care, contributors to quality in family child care, 
evolving perspectives on family child care quality and the need for a model of quality that recognizes the 
unique features of family child care. 

• Chapter 3 provides information about the sample and how it was selected, the development and content 
of the agency and the provider questionnaires, the observational measures used to assess process quality, 
and the methods used to collect, code, clean and analyze the data. 

• Chapter 4 provides descriptive information about the providers’ demographic characteristics, their 
experiential and educational levels, and their feelings both about their own work situation and family child 
care as an occupation. 

• Chapter 5 looks at the practice of family child care: the children served, the provider’s hours of work, 
her income and other features of her work, her use of various types of support services and her 
relationship with her licensing official or home visitor. 

• Chapter 6 provides descriptive information about the quality of family child care observed in the 
family child care homes. Total scores and sub-scale variations are provided for the Family Day Care 
Rating Scale ( FDCRS ) 40 measure of global quality, and the C!S 4] measures of provider sensitivity, 
harshness and detachment. The chapter includes information about aspects of care on which family child 
care homes are doing well, and areas that need improvement. 



0 

ERIC 



27 



CHAPTER ONE 



11 



you bet 



I CARE 



• Chapter 7 provides extensive analysis of correlations between major variables such as the number of 
children present at the time of the observation and the provider’s level of overall quality. 

• Chapter 8 goes beyond the correlational findings reported in Chapter 7 to explore the extent to which 
the variables examined in this study predict quality in family child care homes. 

• Chapter 9 summarizes the main findings and discusses their implications for policy and practice. A set 
of recommendations is presented that we believe will assist to sustain the availability of family child 
care and enhance its ability to provide children with experiences that encourage their development. 

A glossary is provided at the end of the text. 
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Chapter 2 

The Uniqueness of Family Child 
Care 



2.1 Introduction 

Family child care is a unique, multi-faceted and complex occupation. We believe that it is vitally 
important to study, to discuss research findings, and to formulate policies and practices related to family 
child care on its own terms. Therefore, as context for later chapters that discuss the findings of this study 
and for our recommendations, in this chapter we: (1) briefly look at the nature of family child care; (2) 
summarize prior research that explores the factors contributing to positive child experiences and outcomes 
in family child care; (3) discuss evolving perspectives on family child care; and (4) identify the need for a 
model of quality that is specific to family child care. 



2.2 The Nature of Family Child Care 

Family child care contains within it the contradictions and challenges associated with being a public 
service that is provided in a private home, and being paid work that shares many of the characteristics of 
unpaid care for one’s own children. 1 Few occupations require other household members to be so involved. 
The provider’s own children are often in daily contact with the child care children and are expected to 
share not only their possessions and space, but also their mother. Other adults living in the home are also 
directly affected by the demands and presence of the family child care work. 
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2.2a A Public Service in a Private Home 

Family child care is provided in someone’s home and inevitably changes the family’s control over its time 
and personal space . 2 The setting must accommodate the needs and desires of the family members but is 
also expected to meet the needs of a group of unrelated children receiving a paid-for service. Private 
family living space and family belongings have to be shared with these unrelated children for extended 
periods of time. The physical arrangement of the home may have to be adjusted to accommodate toys and 
equipment used for the child care program and/or to meet regulatory requirements. Non-family members, 
such as parents and licensing officials/home visitors, gain the right to enter the home. More importantly, 
the wife/mother has to balance the needs and demands for time and attention of both the child care 
children and their families with those of her own family . 3 Somehow she has to accommodate her work life 
to the needs and interests of a partner, and mediate between her own children’s needs and those of the 
child care children. While the separation and balancing of work and personal/family life is a challenge for 
anyone in a home-based occupation, it is perhaps particularly difficult for providers who, as discussed 
below, often develop a very close and personal relationship with their “clients.” 

2.2b The Content and Context of the Work 

Family child care providers protect, nurture and teach other people’s children in the context of an 
affectionate relationship in a private home. Much of what they do is the same as is done by mothers with 
their own children, even though the relationship is different and the provider does not have the parent’s 
right to make certain types of decision . 4 Family child care providers are frequently also looking after their 
own young children. As a result, paid and unpaid care is merged in a single setting at the same point in 
time. 

Traditionally, work was something that was done outside the home and paid for, while care that was 
provided in the home, being a normative requirement of family life, was unpaid. Such unpaid activity, 
usually done by women, tended to be undervalued and defined as not being “real” work . 5 This traditional 
view fails to reflect or acknowledge the “work” aspects of caring occupations such as child care, 
especially when they are provided in a home setting. This failure plays itself out in a variety of ways. Irene 
Kyle found that many of the Ontario family child care providers in her study viewed their work primarily 
as an extension of their mothering role . 6 Similar findings are reported from the United States . 7 This 
perception makes it difficult for some providers to charge an adequate fee because they feel guilty about 
being paid for caregiving 8 or perceive their work as unskilled and something that could be done by anyone 
who has been a mother . 9 Parents sometimes act in ways that suggest they do not perceive family child care 
provision as work — for example, by failing to pick up a child at the appointed time on the basis that the 
provider will be there anyway . 10 In the sphere of public policy, the tendency to take carework for granted 
and to devalue it in terms of being “real work” means that it is seen as low-status and requiring only 
modest financial reward . 11 This view perpetuates poor remuneration levels that, in a circular fashion, 
contribute in our society to the continued low status of people engaged in child care provision, especially 
when they work at home. 

2.2c The Multiple Roles of the Family Child Care Provider 

The provider has multiple roles when in her work situation — mother to her own children who are present, 
paid care provider for other people’s children, provider of support to child care families, and business 
owner/operator. Most providers work without an assistant, so they are also responsible for the practical 
tasks that must be done daily, such as meal preparation and cleaning, while in addition caring for children. 
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Even when the provider has a friendly, supportive relationship with the parent, as is often the case, she 
must set and enforce policies on a less personal, more business-like level. Setting boundaries between the 
caring aspect of the work and the need to be business-like has been identified as a particularly common 
challenge for people providing child care in their home. 12 Regulatory and/or agency administrative 
requirements further expand demands on the providers’ time. Not surprisingly, balancing the demands of 
their multiple, and at times conflicting, roles has been associated with stress among family child care 
providers. 13 

2.2d The Relationship between Parent and Provider 

7 often spend half an hour past pick-up time to discuss the child's day with 
the parents. Occasionally, if there is a problem that needs more time / arrange 
a time to sit and have a coffee for an hour or so, but this is rarely necessary . " 

— Ontario provider 



A study comparing the extent and content of contact between parents and the person providing care for 
their child found that the mean amount of time spent with each parent per week was 13.7 minutes in 
centres and 54.7 minutes in family child care homes. 14 The amount of interaction between parents and 
providers gives opportunities for dialogue around policies, schedules and routines, and for the exchange of 
information about the children in care. 

Family child care providers also appear to have a different and more intense relationship with parents than 
do centre staff. Kyle reports that among her sample of family child care providers in Ontario there was a 
clear sense that their role includes supporting the families. For example, the providers reported 
occasionally taking care of children overnight to allow the mother to have a break, or reducing their fees 
for parents in financial difficulties; they stated that they did so in order to assist the parent. 15 Interviews 
with American providers also documented the extent to which these women put themselves out “to 
accommodate the needs of parents and children with whom they have forged these strong emotional 
bonds.” 16 A British Columbia study found that parents using family child care reported closer 
relationships with the caregiver than did parents using child care centres and were more likely to 
anticipate continued contact after the child leaves the child care setting. 17 Perhaps the continuity of one 
provider in family child care, versus a number of different teachers who work different hours in centres, 
facilitates the development of a more personal and closer relationship between caregiver and parent in 
family child care. 

2.2e Family Child Care Working Conditions 

There are several important variations in working conditions between family- and centre-based child 
care. 18 

First, the family child care provider works in isolation, 19 while centre staff have co-workers to provide 
support and assistance, and to allow a break from the children at coffee or lunch time. 

Second, the work period is longer. In a 1996 Canada- wide survey, regulated providers reported an average 
of 46.7 hours a week in direct contact with child care children and an additional 9.0 hours of 
preparation. 20 A similar 1998 survey of centres across Canada reported that teachers worked an average of 
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37.5 hours a week with children and spent an additional 5.3 hours in preparation. 21 The provision of 
evening or weekend care is also more prevalent in family child care homes than in centres. In the centre 
component of the You Bet I Care ! project, we found that fewer than 1 .0% of centres were open on the 
weekend and only 0.8% were open after 7:00 p.m. 22 In this study, the family child care component of the 
You Bet I Care ! project, 6.5% of the providers reported providing child care on Saturday and/or Sunday, 
and an almost equal proportion, 6. 1 %, told us they regularly provide care after 7:00 p.m. 

Third, it is not uncommon for a family child care provider to have a group that includes an infant, a 
toddler, a couple of preschool children and one or two school-age children. 23 Thus, she must provide 
activities for a wide range of developmental levels. 

Fourth, family child care providers’ earnings are unpredictably affected by events outside their control, 
such as the withdrawal of children without notice. One provider told us about a situation where two 
children were withdrawn at the same time because their mother got a salary increase and was no longer 
eligible for fee subsidy; the mother therefore switched to an unregulated provider who charged lower fees. 
Late payments are another concern. In contrast, teachers on permanent staff know they will receive a fixed 
salary, on time, at predictable intervals. 

Finally, unlike centre staff, family child care providers do not have benefits such as paid sick days or 
vacation time. One provider who participated in our study summarized the working conditions as follows: 

" Long hours, no lunch, coffee or bathroom breaks without children. Lack of 
adult contact throughout the day. Not recognized as a profession. Difficult to 
plan doctor, dentist or banking appointments. AH have to be done in the 
evening and there are times I've had to go to see a doctor and take all my 
children with me." 

— Alberta provider 



2.3 Contributors to Family Child Care Quality: What Does 
the Research Tell Us? 

To date, the research has identified four key variables (in addition to regulatory status) that appear to have 
consistent and pervasive effects on family child care quality. In the case of supports for the providers and 
“intentionality,” these variables also correlate with providers’ job satisfaction and likelihood of remaining 
in the occupation. The four variables are: 

• the size of the group of children for whom the provider is responsible, taking into account the age mix 
— this is commonly referred to as the adult:child ratio; 

• the provider’s level of overall formal education and her specialized training related to the provision of 
family child care; 

• the amount, type, diversity and strength of supports available to the provider; and 

• the provider’s motivation to start providing child care, her feelings about being a family child care 
provider and her commitment to providing high-quality care. 
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This fourth element, often referred to as “intentionality,” 24 is gaining increasing attention because of its 
influence on care providers’ behaviour with children 25 and its suspected importance as a predictor of 
turnover. 26 “Intentionality” encompasses a real liking for children, a belief that looking after children is 
important work, and a commitment to providing child care as a chosen career rather than as a temporary 
occupation. It manifests itself in purposeful planning of activities for the children, in actively seeking and 
building enduring mutual-support relationships with other providers, and in seeking out opportunities to 
learn more about children and how they develop. 27 

Kyle has broadened the concept of intentionality on the basis of her findings from semi-structured 
interviews with 30 Ontario providers. She reports that providers could articulate several important 
elements that they perceived to be essential for being a good provider and for offering care of consistent 
high quality. These interrelated elements are described as evidence of a clear sense of personal agency and 
ethical responsibility on the part of the provider, including intentionality. 28 The six interrelated elements 
are described by Kyle as: 

* intentionality, or making a conscious choice to care for children over other forms of work; 

* a sense of meaningfulness and job satisfaction; 

* a sense of building interdependent, enduring relationships with children and families; 

* a sense of their own personal integrity and trustworthiness; 

* a sense that they are able to have control over their own work; and 

* finding constructive ways to balance the demands of their family child care work with family 
obligations. 

Other variables, such as length of experience as a provider and demographic characteristics, appear 
unrelated to measures of process quality. Appendix C provides a synopsis of the major studies that have 
explored the contributors to family child care quality. 



2.4 Evolving Perspectives on Family Child Care 

2.4a Defining Quality in Family Child Care 

As discussed in Section 2.2, family child care contains within it the contradictions of being a public 
service that is provided in the private sphere of an individual’s home. Moreover, the work the provider is 
paid to do is akin to mothering one’s own children — a form of labour that is freely given and “priceless.” 
Kyle, in particular, has described how family child care providers can be caught in the contradictory views 
of what constitutes caring and what is work, and between the “mothering discourse” and the “professional 
discourse.” 29 

In addition to the confusions and contradictions that are inherent in the family child care situation, there 
appears also to be a diversity of opinion among providers themselves. Some equate quality largely with 
responsive mothering of other people’s children and the provision of a home-like experience. Others see 
quality family child care as incorporating some aspects of ECCE for mixed-age groups, delivered in ways 
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that are more appropriate to a smaller group of children in a home setting. It would be simplistic to 
suggest that these diverse points of view on what quality family child care means can be reduced to a 
debate about which is more important — caring/mothering or greater provision of structured learning 
opportunities. Many providers themselves acknowledge that good quality child care involves a mix of 
both with the proportions of each varying with every child. One provider defined three key components: 



"As a caregiver, you should be like an extended family member to the 
children whom they can trust; your house should be like a second home 
where the children feel safe and comfortable; and you should offer a program 
of purposeful activities to meet their optima! growth." 

— British Columbia provider 



Understanding what quality is in family child care and how it can best be assessed, promoted and 
supported is central to further advances in program and policy development. It is also of critical 
importance to providers themselves. At the recent Caring dross Canada symposium, providers, family 
child care agency staff, researchers and organizational and government representatives discussed a 
research agenda for family child care in Canada. Collectively, they identified the following seven topics 
as having the greatest interest and importance for the field: 

1 . How do we define and assess quality in family child care? 

2. What is the impact of regulation, support, networking and training on quality in family child care? 

3. What current policies work to strengthen or jeopardize quality in family child care? 

4. What resources, information and support do caregivers need to provide quality care and balance their 
multiple roles? How best can these be provided? 

5. What are the key elements of a comprehensive community support system for families and caregivers? 

6. Who is using family child care and why? What do families need and receive from family child care? 

7. How do we support the development of an effective infrastructure that connects and empowers 
caregivers? 30 

These top priorities reflect the felt need for further exploration of the roles of caring and learning in order 
to better understand, define and appropriately assess quality in family child care. Second, they illustrate 
the field’s concerns about effectiveness and about understanding how family child care might support 
parents and families in ways that extend current interpretations of qualty care. Third, they indicate the 
need to explore the impacts of alternative mechanisms on family child care so as to understand the 
components of an effective infrastructure to support providers. 

2.4b A Growing Awareness of the Importance of Family Child Care as Work 

In addition to the factors discussed above, there is also an increasing understanding that the quality of the 
context in which the provider works directly affects the quality of the care provided to the children in 
family child care homes. Research in family child care is just beginning to catch up with the amount and 
sophistication of research on wages, working conditions, organizational characteristics and turnover rates 
that has increased our understanding of how these factors influence the quality of child care work for 
centre staff and the quality of care provided to children in centres. 31 
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Most studies indicate that family child care providers are largely satisfied with the work itself, particularly 
enjoying their interactions with the children in their care. 32 Many obtain a real feeling of satisfaction from 
believing that they have made an important difference in the lives of the children. 33 Some also appreciate 
the important role they play as a support to parents, and value, in turn, the support they receive from their 
own families, from parents and from the family child care community. 34 Others are pleased to be able to 
work at home and to have autonomy in structuring their days; many appreciate being able to combine 
work with caring for their own children. 35 

In contrast, the low income that most providers realize, the lack of benefits, the long hours that most 
providers work — largely in isolation from others — and the lack of respect from the public that many 
feel are significant negative factors contributing to job dissatisfaction, job stress and relatively high 
turnover rates. 36 While the research does not provide sufficient evidence to suggest that there are strong 
correlations between these sources of dissatisfaction and the quality of care provided to children, turnover 
clearly contributes to instability in children’s care arrangements. Studies have found that continuity of the 
same caregivers is associated with lower rates of distress behaviours among children 37 and higher rates of 
interaction between adult and child. 38 Children in centres with high teacher turnover rates are less attached 
to their caregivers, have lower developmental levels of play (which in turn is associated with later 
cognitive development) and obtain lower scores on measures of language development than peers in 
programs with less turnover. 39 

A number of Canadian studies have explored family child care providers’ perception of their work 
situation. While, as noted above, providers enjoy the actual work with children, there is also clear 
evidence that other aspects of the work are problematic: 

0 A Canada-wide survey of regulated providers conducted in 1996 as part of the Child Care Sector Study 
reports that two-thirds of the respondents, 66%, expressed dissatisfaction with their income and half, 
51%, were dissatisfied with their overall working conditions. 40 

• A study of agency-affiliated providers in Ontario in 1989 suggested that the turnover rate was almost 
40% in the previous year, and that many providers left their agency within the first year or two. 41 
Among the primary reasons given for leaving were the lack of adequate pay and benefits in addition to 
burnout and other factors that were indicative of a desire for alternative, more remunerative and less 
stressful, employment. 

• In Alberta, a survey conducted in 1990 found an even higher turnover rate — 51% in the previous 

12 months. Providers’ reasons for leaving were similar to those found in Ontario. Almost half of them 
described family child care as only a temporary job and indicated that the most important reasons that 
they (and other providers) considered leaving were: inadequate pay, 77%; their own children suffering, 
75%; lack of benefits, 52%; and lack of job security, 48%. 42 

• Many providers in the Alberta study, 63%, perceived their work as having very low status compared to 
all other jobs. 43 The 1996 Canada-wide survey of regulated providers reported that, while 74% of the 
providers who responded anticipated continuing to provide family child care for at least another three 
years and evidenced significant commitment to their work, only 36% were satisfied with the 
professional respect they received from others. 44 

While our study, like many others, focuses largely on the quality of care provided to children, this focus 
is inappropriate without explicitly noting the context in which the care is being provided. The main 
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theoretical framework that has guided our study and much of the research on child care quality is based on 
understanding the ecology of care. While the most immediate ecological environment under investigation 
is the caregiving environment that children experience, it is also critical to understand the experiences of 
providers and the contextual factors that hinder or facilitate their capacity to provide quality care on a 
consistent basis. 



2.5 A Need for a Model of Quality that is Family Child 
Care-Specific 

In Chapter 1, Section 1.4, we discussed the dimensions of quality used in analyses of centre-based care: 

(1) process quality, (2) structural quality, (3) the quality of the adult work environment, and (4) the 
contextual dimensions of quality. Susan Kontos, 45 among others, has employed the same dimensional 
framework in her analyses of quality in family child care. While this serves as a useful starting point, it is 
important to note that some aspects that are unique to family child care do not neatly fit into existing 
models. In particular, much more of what happens in the family child care home depends upon the 
provider’s own perspective, skills and resources, the supports available to her, and her capacity to balance 
the caring and business aspects of being a provider. Providers, by virtue of their role, are both the “staff’ 
who interact with the children directly and the administrators of their business. 

"As the operator of a child care facility in her own home , the provider controls 
the availability of space and materials , the group size and composition , and 
the variety, complexity, duration and tone of caregiving activities. It is the 
provider herself who influences children's daily experiences that, in turn, 
affect their development " 

— Brenda Krause Eheart and Robin Leavitt 1989, pp. 549-550 

Provider characteristics such as training and previous experience, as well as her attitudes towards children 
and to being a family child care provider (sometimes referred to as intentionality) are likely to have a 
dominant impact on caregivers’ behaviour with the children. Hence, they are more than background 
features that structure the environment for the children; they are central components in what might 
become a unique model of quality in family child care. While personality factors and motivation to 
provide care cannot be regulated, the importance of having both adequate preparation and ongoing support 
for the work of being a family child care provider is documented in a number of studies as being important 
both for the provider herself 46 and for process quality. 47 (See Section 2.3 and Appendix C.) 

A number of challenges must be addressed in developing a family child care-specific model of the direct 
and indirect effects on quality of variables operating on different levels. Among these challenges are the 
following: 

• The need for a better understanding of, and agreement about, what constitutes quality in family child 
care. 

• The lack of measures that capture some elements of family child care quality. In particular, it is clear 
that one of the major features of quality family child care is successfully relating to, and engaging, 
children in mixed-age groups. Yet we have not developed ways of measuring this. The importance of the 




CHAPTER TWO 



20 



36 



you 



I CARE 



skill is evident in the eagerness of providers for workshops that would enhance their skills in 
encouraging positive interactions among different-aged children and in planning activities that are 
developmentally appropriate for a wide age span . 48 

• The lack of research on provider-parent relationships in family child care, in spite of this being clearly 
one of the important facets of this work. Having positive, communicative relationships with parents 
promotes understanding of the child’s behaviour, and is likely to lead to more longer-term, successful 
placements. Providers’ skills in building and sustaining such relationships (and resolving conflicts when 
they occur) should probably be considered another facet of quality in family child care work. 

• The lack of information about how contextual factors in the provider’s community and at the broader 
service/policy level are likely to affect the resources available to providers to enhance quality care and 
their experiences as providers. 

• The need to address the very important issues associated with understanding how to maintain the 
continued availability of family child care. For example, what lessens the likelihood of burnout among 
providers? How should the current difficulties in recruiting and retaining skilled caregivers be 
addressed? To date, quality family child care has generally been defined and studied on the basis of 
what is transpiring at a particular point in time in a particular provider’s home, while vital human 
resource and system issues have received much less attention. 

We anticipate that our study will contribute towards the development of a model of quality that is family 
child care-specific through identifying the various dimensions that predict the quality of the child’s 
experience and the quality of the work experience, and by beginning to tease out how these interact with 
each other. 
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Chapter 3 



Methodology 



3.1 Introduction 

This chapter provides information about the You Bet I Care! Study 3 sample and how it was selected, the 
development and content of the agency and provider questionnaires, the observational measures used to 
assess process quality, and the methods used to collect, prepare and analyze the data. The study involved 
231 family child care providers located in six provinces and the Yukon, and constitutes one of the largest 
studies of family child care ever undertaken in North America. 1 One of the main strengths of our study 
was the use of systematic procedures and valid measures that allowed us to obtain information about many 
aspects of family child care from a large and diverse sample of providers. 



3.2 Sample Selection and Recruitment 

Seven jurisdictions were selected to provide a sample that would be broadly representative of the diversity 
of family child care in Canada. The jurisdictions were: Alberta, British Columbia, New Brunswick, 
Ontario, Quebec, Saskatchewan and the Yukon. In addition to providing geographic representation, these 
jurisdictions represent various points both along a continuum of government regulatory standards and in 
the extent of provincial or territorial supports provided for the child care system. Regulatory differences 
were evident in: (1) the number and age mix of children permitted in regulated family day care homes; 
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(2) whether provisions include the option for a provider to care for a larger group of children if she has 
a full-time assistant; and (3) the extent to which minimum mandatory training is required of licensed 
or agency-affiliated providers. The jurisdictions also differed in the extent to which funding is made 
available to providers in the form of operating or incentive grants, and in the extent of government 
funding provided to family child care agencies and/or resource programs that can offer providers direct 
training and support. (See Chapter 1, Sections 1.7 and 1.8, and Appendix B for more details.) 

Both individually licensed and agency-affiliated providers were recruited for this study. In order to 
participate, providers had to have been licensed or affiliated with their current agency for at least 
12 months, and to have been providing care for at least three children (in addition to their own), at least 
two of whom were enrolled on a full-time basis. The requirement of having been licensed or agency- 
affiliated for at least a year was imposed for two reasons: first, so that the findings could present a 
picture of at least a minimally stable workforce; second, so that we could ask providers about the stability 
of child placements in the last year, their annual income from child care work, and the number and 
frequency of^ visits by a licensing official or home visitor in the previous 12-month period. 

3.2a Sampling within Selected Communities 

In most jurisdictions, sites were selected in and around major cities and their suburbs, and in nearby rural 
communities that contained a sufficient number of family child care providers for sample recruitment. 
Providers were clustered in geographic areas to minimize travel time and cost by having a trained observer 
actually resident in or near each target community. Two exceptions were made. In the Yukon, all providers 
selected were living in or near the city of Whitehorse (which has the largest provider and population base 
in the territory). The other exception was New Brunswick. Since there were only 22 licensed family child 
care providers in the whole province, all of them were invited to participate. Table 3.1 identifies the 
communities in which providers were sampled. 

3.2b Sample Recruitment 

The original intention was to obtain at least 40 providers from each jurisdiction in order to obtain a sample 
size that would permit appropriate statistical analyses. Exceptions had to be made in New Brunswick, 
where there were only 22 licensed providers, and the Yukon, where there were only 17 licensed providers 
residing in Whitehorse and the surrounding area. 



Table 3.1 


The Communities from Which Providers Were Drawn 


Jurisdiction 


Communities 


British Columbia 


Vancouver and surrounding area; White Rock 


Alberta 


Edmonton; Barrhead; Calmar; Fort Saskatchewan; Spruce Grove; Wetaskiwin 


Saskatchewan 


Regina and Saskatoon and immediately surrounding areas 


Ontario 


Burlington/Georgetown/Mississauga triangle; Ottawa 


Quebec 


Quebec City and suburbs and surrounding rural areas 


New Brunswick 


Whole province 


Yukon 


Whitehorse and immediately surrounding area 
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Potential providers were identified by consulting lists of family child care agencies and lists of individually 
licensed providers obtained from the relevant provincial/territorial child care authorities. The exception was 
British Columbia, where lists of licensed providers were obtained from the Westcoast Child Care Resource 
and Referral Program and the Western Canada Family Child Care Association of British Columbia. 

A number of steps were taken before contacting family child care agencies or individual providers to seek 
their participation. First, approval of our proposed research procedures and data collection instruments was 
sought and received from the Behavioural Research Ethics Board of the University of British Columbia. 
This approval was accepted by the other two sponsoring universities (the University of Calgary and the 
University of Guelph). Second, a brief article about the study was published in Interaction , the bilingual 
journal of the Canadian Child Care Federation. 2 Third, government officials in each jurisdiction and 
relevant agency or provider groups were informed and asked to support the research. In British Columbia, 
the President of the Western Canada Family Child Care Association spoke to Vancouver-area members, and 
staff at the Westcoast Child Care Resource and Referral Program informed providers who used its services. 
Presentations were made to a meeting of representatives of family child care agencies in both Alberta and 
Ontario to inform them about the study and solicit their support, and a similar presentation was made at a 
provincial meeting of family child care providers in Saskatchewan. 

Agency directors in Alberta, Ontario and Quebec were sent a letter briefly explaining the project and 
informing them that they might be contacted and asked to participate. The letter acknowledged that the 
study would involve agency staff and provider time. Directors were told that each participating organization 
would receive $100.00 and each participating provider would be paid $50.00. In addition, both the 
sponsoring agency and the providers would receive a certificate of participation and a summary report of 
the findings based on results from the full sample of providers. 

Approximately two weeks later, the site coordinator in each jurisdiction contacted agency directors to 
provide additional information and solicit participation. At this time, she explained that we wanted the 
agency to complete a short questionnaire about its organization and to obtain the agreement of between six 
and eight providers to be contacted about their possible participation in the study; these providers had to 
have been associated with the agency for at least a year and to be caring for at least three children placed by 
the agency. Directors were made aware of the fact that we hoped to obtain a sample of typical providers 
affiliated with their agency, and that it was important to have a range of quality among the providers who 
participated in the study. Directors who agreed to participate were given a letter to send or give to their 
providers, together with a one-page description of the study. Providers identified by their sponsoring 
agency were subsequently telephoned to give them additional information and to seek their participation. 

At this time, the site coordinator confirmed that the provider had been with the agency for 12 months, was 
caring for three children placed by the agency, and that at least two of these children were attending on a 
full-time basis. She also set a date and time for the observation. 

In jurisdictions with individually licensed providers, all providers living in the target communities were 
sent a brief letter describing the study and the nature of providers’ participation, and informing them that 
they might be contacted by a person whose name was given in the letter. This letter also informed the 
provider that each participant would receive $50.00 upon completion of the questionnaire and observation 
session, a certificate of participation, and a summary report of the findings from the total sample of 
providers. Approximately two weeks later, the site coordinator started contacting providers and continued 
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Table 3.2 


The Final Sample: Participation and Refusal Patterns, by Jurisdiction 


Jurisdiction 


| Refusals 


Provider backed 
out after agreeing 


1 Completed sample 


Overall 

provider 

participation 

rates 


Agencies 


Providers 


Agencies 


Providers 


British Columbia 


N/A 


30 


1 


N/A 


45 


58.4% 


Alberta 


1 


2 


6 


8 


39 


83.0% 


Saskatchewan 


N/A 


92 


3 


N/A 


40 


29.6% 


Ontario 


0 


0* 


0 


8 


39* 


100.0% 


Quebec 


2 


0 


4 


8 


42 


91.3% 


New Brunswick 


N/A 


8* 


0 


N/A 


13* 


73.3% 


Yukon 


N/A 


4 


0 


N/A 


13 


76.5% 


TOTAL 


3 


136 


14 


24 


231 


61.4% 


* Two providers, one from Ontario and one from New Brunswick, participated in the study but upon data entry were found to be ineligible; they are 
shown as neither refusals nor participants. 



until she had either spoken to every licensed provider, as was the case in New Brunswick and in 
Whitehorse, or succeeded in finding 40 providers willing to participate. When a provider agreed to 
participate, the site coordinator confirmed that she met the eligibility criteria and scheduled a time for 
the observation. 

3.2c Participation and Refusal Rates 

As illustrated in Table 3.2, the final sample consisted of 231 family child care providers; this number 
included 1 1 1 individually licensed providers and 120 providers who were affiliated with one of 24 
agencies. Eight of the agencies were commercial enterprises: six in Alberta and two in Ontario. The three 
agencies that were approached but unable to participate were non-profit agencies that could not obtain 
sufficient providers willing to be contacted about the study. 

The process of going through the agencies to obtain agency-affiliated providers was essential, since most 
agencies are reluctant to release lists of individual providers. In addition, agencies were in a position to 
ensure that the providers who were approached by the study team: (1) met eligibility criteria, (2) were 
typical providers, and (3) were reasonably likely to participate in the study and to permit an observation in 
their home. Providers were assured directly, both in the initial contact letter and by the site coordinator 
and observer, that the information they provided, and any scores or ratings based on observations in their 
home, were confidential and would not be shared with the agency or their home visitor. Similar assurances 
were made to individually licensed providers regarding confidentiality of their information in relation to 
licensing officials. 

Once names of agency-affiliated providers were obtained, almost all agreed to participate when contacted 
by the site coordinator. However, it is not known how many potential providers were contacted by agency 
staff and did not agree to be contacted by the study team. As indicated in Table 3.2, a far higher proportion 
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of individually licensed than agency-affiliated providers declined to participate when we contacted them. 
The participation rate for all agency-affiliated providers was 90.9%; the comparable participation rate 
across all individually licensed providers who were contacted was 46.3%. The overall participation rate 
for the full study sample was 61.4%, despite the fact that participation rates were close to or exceeded 
75% in five of the seven jurisdictions in the study. Most cases of a provider backing out after agreeing 
to participate were due to illness or the withdrawal of a child, which then made her ineligible. In one 
situation, a parent expressed concern to the provider about the idea of a stranger coming into the home to 
complete an observation. Despite the challenges, the project team was successful in obtaining close to 40 
providers in most jurisdictions, and close to 75% of providers in New Brunswick and in the Yukon, which 
had 'much smaller samples to draw from. 

3.2d Possible Response Biases 

Research studies of family child care providers have reported low to moderate rates of participation, 
especially when the study includes observations or requires that children in care have certain 
characteristics. One comparable American study which also asked individually licensed providers to 
complete a questionnaire and allow an observation in their home reported a refusal rate of 65%. 3 The 1996 
Canada-wide survey of regulated family providers conducted as part of the Sector Study obtained a 50% 
response rate in a study that only required completion of a questionnaire. 4 

The voluntary nature of any social science study presents both challenges in obtaining the sample and 
risks of response biases affecting interpretation of results. In addition to the usual concerns of subjects 
about confidentiality and anonymity, in the case of family child care providers there are other challenges 
that may affect response rates. These include the fact that the majority of providers already work long 
hours and contribute unpaid hours as well, so participation in research is an added burden. Some providers 
may not be fluent in English or French or may find responding to a written questionnaire difficult. Most 
important, providers may find having yet another unknown person, in addition to licensing officials and 
home visitors, come into their home and evaluate their care to be intrusive, threatening or objectionable. 
Because of these factors, we acknowledge that providers who are willing to participate in studies such as 
this one may not only be more interested in participating for various specific reasons, they may also feel 
more competent and secure about the quality of the care they provide. 



3.3 Sample Representativeness 

The extent to which a research sample is an accurate reflection of the population from which the sample 
is drawn — its representativeness — is an important consideration. When research findings are used to 
inform practice or policy development, an implicit assumption is made that the results obtained from 
sample participants are generalizable to others. We cannot make the claim that the sample obtained in this 
study is statistically representative of all regulated providers in Canada who shared the eligibility criteria 
we imposed. To do so would have required the construction of a sampling frame of all “eligible” providers 
across the country, a much larger sample size, and the inclusion of providers from every jurisdiction and 
from many different locales. The costs involved in conducting observations of a statistically representative 
sample of providers across the country would be prohibitive. 

We can, however, provide information about how our sample compares, in general terms, to the profile of 
regulated family child care providers obtained in the 1996 National Survey of Providers Working in the 
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Regulated Sector. This survey, conducted as part of the federal government-sponsored Child Care Sector 
Study, was designed to provide a general, national profile of providers, their working conditions and their 
experiences; it was based on a random sample of 1,107 individuals. 5 

As indicated in Table 3.3, the sample from the current study is slightly older and has a higher level of 
general education than the 1996 sample. Fewer of the providers who participated in our study had young 
children living at home. Providers in our sample also had more years of experience in child care provision. 
Although between 41.0% and 48.0% of both sample groups had some experience as an unregulated 
provider, a higher proportion of people in our sample had worked in a child care centre (26.0% in contrast 
to 10.0%). These sample differences may reflect both differences in the selection process and differences 
in the amount of participation required. Providers were only eligible to participate in the current study if 
they had been licensed or affiliated with an agency for at least 12 months, while all regulated providers 
were eligible for participation in the Sector Study survey. Providers in both studies completed a written 
questionnaire, but providers in the You Bet 1 Care! study also agreed to an observation lasting approxi- 
mately three hours. As a result of the observation requirement, we would expect that providers with higher 
levels of formal education, more experience and who feel more self-confident would be more likely to 
participate in our study than their colleagues with lower levels of overall education, or less experience and 
self-confidence. 




A Comparison off the 1996 Sector Study Sample and the 1999 YBtC! Study 3 Sample 



Provider Characteristic 


Sector Study 


YB/C! Study 3 




sample (1996) 


sample (1999) 


Female 


99% 


100% 


Age: 






20-29 


14.6% 


13.0% 


30-39 


46.4% 


39.0% 


40-49 


29.0% 


32.9% 


50 and over 


10.1% 


15.1% 


Married or living with a partner 


89.0% 


89.6% 


At least one child living at home who is age 5 or younger 


58.2% 


29.9% 


Highest educational level completed (any subject): • 






Not completed high school 


15.2% 


8.3% 


High-school diploma 


26.9% 


26.1% 


Some college or university 


22.0% 


21.3% 


Completed college program 


27.6% 


, 31.7% 


B.A. or higher degree 


8.3% 


12.6% 


Proportion affiliated with an agency 


53.3% 


51.9% 


Total years of experience in providing child care in any type 


Average 7.0 


Average 10.1 


of setting (own home, child's home, child care centre) 


years 


years 


Sources: YBlC! Study 3 Provider Questionnaire; Goss Gilroy Inc. 1998, Table 2.1, Figures 2.2, 3.1, 3.5 and p. v. 
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Even with the differences evident in Table 3.3, overall the sample of providers in the You Bet 1 Care ! 
study is reasonably comparable to the national profile. Both studies, of course, are based on voluntary 
participation and probably were more successful in obtaining information from providers who are more 
committed to their work. It is likely that both studies underestimate the characteristics and views of 
providers who are less fluent in English or French, and those who have difficulty responding to written 
questionnaires. Researchers affiliated with the U.S. National Child Care Staffing Study noted a similar 
concern in their research on quality in child care centres. They cautioned that the final sample of centres 
they obtained may, on average, provide care of higher quality than the full population of centres across the 
United States. 6 



3.4 Data Collection Instruments 

Data were collected using five instruments: 

1 . The Home Child Care Program Questionnaire , a self-completed questionnaire specially designed for 
this study and completed by agency directors. 

2. The Caregiver Questionnaire, a self-completed questionnaire specially designed for this study and 
completed by providers. 

3. A brief Provider Interview, used to obtain specific information required for completion of the Family 
Day Care Rating Scale and to obtain information from providers who were caring for a child with 
special needs. 

4. The Caregiver Interaction Scale (CIS), 1 an observational measure of the provider’s sensitivity, 
harshness and degree of detachment in her interactions with the children. 

5. The Family Day Care Rating Scale ( FDCRS ),* an observational measure of various characteristics 
indicative of the quality of the family child care home. 

3.4a The Survey Questionnaires 

1. The Home Child Care Program Questionnaire 

The Home Child Care Program Questionnaire, 9 developed for this study, was designed to collect 
information about the family child care agencies that sponsored the participating agency-affiliated 
providers. To our knowledge, there is practically no published information about family child care 
agencies that describes their organizational features, the specific services and supports they provide to 
client families and to providers, their policies and procedures, and their experiences in recruiting and 
retaining family day care providers. The findings from this questionnaire are reported in a separate 
document. 10 

The Home Child Care Program Questionnaire had five major sections that covered: (1) the agency and the 
population it serves; (2) the services provided to children’s families; (3) provider monitoring, fees and 
turnover; (4) home visitors; and (5) the level and type of supports available to providers. A sixth section 
provided an opportunity for the director to identify the extent to which certain issues were a major concern 
for the family home child care program and to express opinions. This questionnaire is presented as 
Appendix D. 
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2. The Caregiver Questionnaire 

There were two versions of the Caregiver Questionnaire: one for individually licensed providers and the 
other for providers associated with an agency. 11 These are presented as Appendices E and F respectively. 
Both versions had sections covering: (1) the provider’s child care experience; (2) the children in her care; 
(3) working conditions and income from child care provision; (4) the availability of various supports; 

(5) the provider’s feelings about caregiving; (6) the provider’s feelings about her own work situation; 

(7) the provider’s educational background and participation in professional development activities; and 

(8) her personal background. A final section consisted of an open-ended question that asked providers 
what advice they would give to a friend who was thinking about becoming a family child care provider. 
The questionnaire for individually licensed providers also included some questions about the support 
provided by licensing officials, while the questionnaire for agency-affiliated providers sought similar 
information in relation to their home visitor and the agency. 

The caregiver questionnaire also included a new measure of work-related stress designed for family child 
care providers by the authors. The ten-item Family Child Care Provider Stress Scale was found to have 
good reliability, based on its consistency of measurement across items. The standardized Cronbach Alpha 
coefficient was .80 for this sample. 

3.4b Pilot Tests of the Survey Questionnaires 

After the creation of English and French versions, the agency questionnaire was circulated for pre-testing 
in Alberta, Ontario and Quebec. A total of seven agency directors provided feedback, two of whom 
were francophones from Quebec. Prior to mailing the draft material, each director was telephoned by an 
anglophone or francophone Principal Investigator who explained the purpose of the pre-test and the need 
to be as specific as possible when providing written comments. Telephone follow-up was undertaken with 
two directors to further clarify their comments. Suggestions made by the directors were incorporated into 
the final version of the questionnaire. 

Pre-testing of the draft versions of the two provider questionnaires was undertaken in Alberta, British 
Columbia, Ontario, Quebec and Saskatchewan. This involved 15 providers, of whom eight were 
individually licensed and two were francophone. In Alberta and Saskatchewan, the site coordinators sat 
with the providers as they completed the questionnaires and obtained immediate feedback from them. In 
the other provinces, the providers were telephoned by either a francophone or an anglophone member of 
the research team who explained the purpose of the pre-test before mailing the draft material. Follow-up 
telephone calls were conducted after the completed material was received to obtain each provider’s 
reactions and suggestions. Many of the suggestions given by the providers were incorporated into the final 
versions. 

3.4c The Provider Interview 

The provider interview was used to collect information that would assist the observer to complete the 
FDCRS scoring sheet. It also made possible the collection of information about the specific supports 
available to a provider who was looking after a child with special needs. The interview protocol is 
presented as Appendix G. 

3.4d Observation Instruments 

The two observational measures of child care quality were the CIS 12 and the FDCRS. 12 
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1. The Caregiver Interaction Scale 

The CIS was used as a means of gathering information on the affective or caregiving tone of provider- 
child interactions in the family child care home. The CIS has been used extensively in other studies in both 
centres and family child care homes to assess three specific dimensions of caregiver affect. The first sub- 
scale of the CIS focuses on the extent of a provider’s sensitivity , behaviour that shows her to be warm, 
attentive and engaged in her interactions with the children. The second sub-scale focuses on harshness , the 
extent to which the provider is critical, threatening or punitive. The third sub-scale evaluates the extent 
of the provider’s detachment ; this term refers to low levels of interaction and supervision by the care 
provider. The three sub-scales involve a total of 23 behaviour descriptions. Each description is ranked on 
the extent to which it mirrors the provider’s behaviour using the following four-point scale: “not at all,” 
“somewhat,” “quite a bit,” and “very much.” The CIS is presented in Appendix H. Scoring is based on 
observation and, in this study, was done after the observer had spent a block of about three hours in the 
home observing for the FDCRS. 

The validity of the CIS — the extent to which it measures caregiver behaviours that are indicative of 
process quality — is supported by research findings. Care provider scores obtained on the CIS are 
associated with children’s language development and with measures of infants’ and toddlers’ attachment 
security with their provider. 14 The reliability of the scale — the extent to which two different raters’ scores 
in a given situation agree — has also been substantiated. Reported inter-rater reliability scores in two large 
U.S. multi-state studies ranged between 89% and 95%, depending on the sub-scale. 15 



2. The Family Day Care Rating Scale 

The FDCRS is the most widely used measure of quality in family child care research. The authors suggest 
that its completion requires at least two hours of observation in the home. Observers in our study spent, on 
average, three hours observing. Ratings are made of 32 aspects of a family child care program, both care 
provider behaviour and the physical setting, using seven categories, each of which yields a sub-scale 
score, in addition to an overall total quality score. The seven categories focus on: (1) space and 
furnishings for care and learning; (2) basic care; (3) language and reasoning; (4) learning activities; 

(5) social development; and (6) provision for adult needs, such as balancing family and caregiving 
responsibilities. There is a supplementary scale for use in homes where there is a child who has special 
needs. Each item is presented as a seven-point scale with quality descriptors under 1 (inadequate), 

3 (minimal), 5 (good), and 7 (excellent). Scoring is based on the observations, supplemented by answers 
to questions about any aspects of the program that were not observed during the visit. An overview of this 
scale is presented in Appendix I. 

Concerns are sometimes expressed, not only by people in the field but also by researchers, that the 
FDCRS , being derived from an instrument designed for centres (the Early Childhood Environment Rating 
Scale [ECERS]),' 6 fails to acknowledge or tap “several important aspects of family child care quality.” 17 
These include the provider’s ability to capitalize on the presence of a mixed-age group as an opportunity 
for children to learn from other children, and the quality of the communication and interaction between 
provider and parent. The FDCRS also lacks indicators of quality related to the family child care situation 
as an adult work environment. Kathy Modigliani observes that family child care quality is influenced by 
the extent to which providers overcome the isolation characteristic of the occupation and by the extent to 
which they take real vacations away from their caregiving work. She notes that the extent to which these 
needs are addressed is not estimated in current assessment instruments. 18 Lee Dunster has written about 
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the importance of the provider ensuring that she has some daily personal time for rejuvenation, thus 
restoring the emotional and physical resources to provide good care for the children. 19 Again, this aspect 
of quality is not explored by the FDCRS. 

In spite of the above-noted shortcomings that the FDCRS shares with other instruments for assessing 
family child care quality, there is reason to be confident that it does, in fact, provide an indication of the 
level of quality in a given home. First, our study found a positive correlation between the home having a 
high score on the FDCRS and the provider’s score on the Sensitivity sub-scale of the CIS; and it found a 
negative correlation with the provider’s score on both the Detachment and the Harshness CIS sub-scales 
(see Table 6.6). Second, several studies have found that children in homes with higher scores on the 
FDCRS are more competent or developmental^ advanced on tests of language development and in the 
complexity of their play (an indicator of cognitive skills). 20 Third, research has documented a high 
correlation between assessments on the HOME (Home Observation for Measurement of the Environment) 
scale, 21 a well-established tool for assessing the extent to which a family home provides resources that 
stimulate children’s social, language and cognitive development, and FDCRS scores in the same setting. 22 
Fourth, the professional judgement of experienced agency home visitors supports the validity of the 
FDCRS. A Canadian study that used the precursor of the FDCRS , the Day Care Home Environment 
Rating Scale {DCHERS) 22 found that scores on the DCHERS were highly correlated (r = .80) with home 
visitors’ ratings of the quality of the family child care homes. 24 (Readers are referred to Appendix A for a 
summary of many studies that used the FDCRS as a measure of quality.) 

The reliability of the FDCRS (its capacity to yield consistent scores) is also well established. Across 
seven studies, inter-rater reliability scores (the extent of agreement when two people independently rate 
the same home at the same time) ranged from 79% to 90%. 25 The scale’s developers report that inter-item 
consistency is also high, both for the Total score and the separate sub-scale scores. In the present study, 
a measure of inter-item consistency, the standardized Cronbach Alpha, was very high (r = .93). 



3.5 Observer Training and inter-Rater Agreement Levels 

All the site coordinators except one had a minimum of a two-year ECCE credential and post-graduate 
experience. The site coordinator without the formal credential had extensive experience both as a home 
visitor and as the director of a family child care agency. Every observer was either an experienced family 
child care provider or had an ECCE credential and had worked in a child care centre. We had hoped to 
hire as observers only people with family child care experience, but found this was not possible. Before 
attending the training, each person was required within the previous month to do a practice observation 
using the FDCRS. The scoring sheets from these practices were used at the beginning of the formal part 
of the three-day training session to identify items that people had found difficult to score. During the 
training, participants used a training video tape to do a practice observation on both the FDCRS and the 
CIS. 26 Then, in teams of two, they did two field observations using both scales. The observations were 
followed, in each case, by a debriefing with the trainer and calculation of inter-rater agreement levels. 

At the start of data collection each observer had attained an inter-rater agreement level of 87% or better on 
both instruments. Each site coordinator did a parallel observation with each obersver in her jurisdiction on 
the person’s fifth or sixth data collection visit. At the time of this second inter-rater check, all obervers had 
an inter-rater agreement level of 87% or better on the CIS and 89% or better on the FDCRS. 
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Data were collected between April and mid-June 1999. Each individually licensed provider who agreed to 
participate was mailed a package containing: (1) a thank-you letter which confirmed the date and time of 
the scheduled visit and also explained what to do with the other items in the package; (2) a one-page 
description of the study that could be shared with parents; (3) two copies of the consent form, one for the 
provider’s own files and the other to be picked up by the observer before starting her observation; and (4) 
a copy of the provider questionnaire, with a flavoured tea bag attached and a note inviting her to “Have a 
nice cup of tea on us.” 

Each agency director who agreed to participate was mailed a package containing: (1) a thank-you letter 
which also explained what to do with the other items in the package; (2) a copy of a letter and a one-page 
description of the study that could be reproduced and shared with providers; (3) two copies of the agency 
consent form, one for the agency’s files and one to be returned to the site coordinator; and (4) an agency 
questionnaire. No agency-affiliated providers were contacted without first having a signed consent form 
from the agency and a completed agency questionnaire. Agency-affiliated providers who agreed to 
participate were sent a similar package to that sent to individually licensed providers. 

A telephone call was made to each provider one or two days before the scheduled visit to remind her 
both of the visit and that the observer would be picking up the consent form and completed provider 
questionnaire. No observation was undertaken without a signed consent from the provider. In most cases 
observations took place in the morning, with the observer arriving in time to see the children arrive. 

Screening calls made to individually licensed providers and information obtained from the sponsoring 
agencies identified providers’ preferred language of communication. All observations of French-speaking 
providers were done by a francophone observer, and site coordinators ensured that providers received 
communications and questionnaires in their preferred language. In the final sample, 1 85 providers 
responded to the English version of the Caregiver Questionnaire, and 46 responded to the French version. 
The latter group included 42 providers in Quebec, three in New Brunswick, and one living in British 
Columbia. 



3.7 Data Coding, Cleaning and Preparation 

The Caregiver Questionnaires required the respondent to answer questions in various ways: by filling in or 
circling a number, checking an appropriate response alternative, or providing their own answer to open- 
ended questions. Codebooks were developed for each questionnaire and two coders at the University of 
Guelph were trained to code the open-ended questions and then to input the data. Coding of open-ended 
questions was thoroughly reviewed on a continuing basis by one of the Principal Investigators, who also 
supervised and reviewed data entry. All responses to open-ended questions and spontaneous comments in 
French were translated into English by a francophone Principal Investigator. 

Data from the observation forms were checked for completeness and accuracy, and were entered into the 
computer by the senior research assistant. The FDCRS has a single score for each item, which, in turn, 
allows for the development of sub-scale scores and a Total scale score. The calculation of the Total score 
and sub-scale scores was done by computer to avoid errors. Different items on the CIS are combined to 
provide the three sub-scale scores, one for each of: sensitivity, harshness and detachment. These were also 
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computed according to previously input formulae. Derived variables were created where appropriate from 
individual item responses to summarize the data in a meaningful way. 

There were very few instances of missing data or out-of-range responses. On occasion, it was possible 
to estimate or impute a value to such a question, based on replies to another question in the same 
questionnaire, or on the information collected at the time of the observation. However, in most cases, non- 
responses were simply coded as missing. The results reported in this document reflect valid responses. 



3.8 Data Analysis 

Data were analyzed using the SPSS-X Program for Windows™. Descriptive data, including means, ranges, 
medians, modes, standard deviations and frequencies, were generated first. The next step of descriptive 
analysis consisted of correlational analyses, in which relationships among variables were explored, 
particularly correlations between provider variables and the three scores derived from the CIS , and the 
FDCRS Total and sub-scale scores. As described in Chapter 8, this was followed by analyses that 
permitted the identification of those key variables that predicted the quality of the family child care 
homes, based on their scores on the FDCRS . 



Notes 

1 The National Day Care Home Study conducted in the United States was based on 305 families (Divine-Hawkins 1981), while 
the more recent Quality in Family Child Care and Relative Care (Kontos et al. 1995) involved 172 family child care providers 
and 50 relatives providing care. 

2 Doherty 1999. 

3 Kontos, Hsu and Dunn 1994. 

4 Goss Gilroy Inc. 1998. 

5 Ibid. 

6 Whitebook, Howes and Phillips 1990. 
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Chapter 4 

Family Child Care Providers: 
Who They Are and How They 
Feel about Their Work 

4.1 Introduction 

Much of the research literature that addresses the issue of child care quality focuses on variables such as the 
physical safety of the setting, the number of children in the group and the adult’s behaviour. The underlying 
assumption, confirmed by research, is that such variables are linked to positive outcomes for children. The 
past few years have seen a growing recognition that quality considerations can and must be considered 
from another perspective — that of the person providing the care. 1 How family child care providers feel 
about their work directly influences both how they respond to children and the likelihood of their 
continuing to provide family child care. 

This chapter looks at the personal and experiential backgrounds of the 231 women who participated in 
this study and how they feel about their work. The next chapter discusses the daily work experience 
.of the study participants, their working conditions and the supports they obtain from people outside their 
immediate family. Chapter 6 gives information on the level of quality observed in the family child care 
homes as a group, while Chapter 7 identifies those variables that are most clearly associated with quality. 

In Chapter 8, we move ahead to identify the variables that actually predict the level of quality in a given 
home. The final chapter, Chapter 9, provides conclusions and recommendations. 
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4.2 Demographic Profile 

All the participants in this study were female. The largest percentage, 39.0%, were between the ages of 
30 and 39, with an additional 32.9% aged 40 to 49. Only 15.1% were over age 50. Most, 89.6%, were 
married or living with a partner. Nearly half the participants, 47.7%, had at least one child under age 12 
living at home. Children 5 years or younger were present in the homes of 29.9% of the sample, and 72.0% 
of these homes had at least one child under age 3 living in it. Nearly a third of the participants, 32.9%, 
either had no children living at home or only children age 18 or older. See Table 3.3 for a comparison of 
our sample with that of the 1996 Canada-wide survey of 1,107 regulated providers. 2 



4.3 Education and Professional Development 

As indicated in Table 3.3, the participants in the present study had a slightly higher level of overall 
education than that found in the 1996 survey of regulated providers. 3 It is not possible to compare their 
level of child care-specific education since this was not explored in the previous study. Neither is it 
possible to compare the two samples in terms of participation in professional development, since the 1996 
study asked about participation in the previous 12 months, while our study inquired about participation in 
the previous three years. 

4.3a Highest Level of Education, Any Subject 

Nearly half the participants, 44.3%, had completed a college or university program in some field. Of these 
102 providers, 61 had completed a program with a specialization in early childhood education, child 
development or a related field. An additional 21.3% of our sample had taken some college or university 
courses. A substantially higher proportion of providers living in New Brunswick reported that they had 
not completed high school than was the case in any other jurisdiction. At the other end of the spectrum, a 
higher proportion of participants in British Columbia, 24.4%, than in any other jurisdiction reported 
having completed a university degree. 



Table 4.1 


Highest Level of Educational Attainment in Any Field, 1999 


Highest 

educational 

level 


B.C. 

N = 45 


Alberta 
N = 39 


Sask. 
N = 40 


Ontario 
N = 38 


Quebec 
N = 42 


N.B. 

N = 13 


Yukon 
N = 13 


TOTAL 
N = 230 


Some high 
school 


4.4% 


7.7% 


7.5% 


7.9% 


9.5% 


30.8% 


0 


8.3% 


High-school 

diploma 


20.0 


38.5 


30.0 


26.3 


26.2 


23.1 


0 


26.1 


Some college 
or university 


15.6 


20.5 


22.5 


31.6 


16.7 


15.4 


30.8 


21.3 


College 

credential 


35.6 


28.2 


20.0 


28.9 


38.1 


23.1 


61.5 


31.7 


University 

degree 


24.4 


5.1 


20.0 


5.3 


9.5 


7.7 


7.7 


12.6 


| Note: One participant did not provide information about her highest level of education. 
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Table 4.2 


Completion of a Formal Family Child Care-Specific Training Course, 1999 


Course 


B.C. 

N = 45 


Alberta 
N = 39 


Sask. 
N =40 


Ontario 
N = 39 


Quebec 
N = 42 


N.B. 

N = 13 


Yukon 
N = 13 


TOTAL 
N = 231 


Good 

Beginnings 


60.0% 


0% 


0% 


0% 


0% 


0% 


0% 


11.7% 


Step Ahead 


0 


42.6 


0 


0 


0 


0 


0 


7.8 


Quebec 

government- 

approved 

course 


0 


0 


0 


0 


45.2 


0 


0 


8.2 


Other formal 
course 


20.0 


8.7 


12.5 


10.3 


14.3 


23.1 


7.7 


12.6 


TOTALS 


80.0% 


48.7% 


12.5% 


10.3% 


73.8% 


23.1% 


7.7% 


40.3% 



A small proportion of providers, 6.1%, reported being currently enrolled in a certificate, diploma or 
degree program at a post-secondary institution. 

4.3b Child Care-Specific Education 

Two questions explored formal education related specifically to the provision of child care. One question 
asked whether the individual had completed a family child care training course such as Step Ahead* or 
Good Beginnings . 5 The second question asked if the individual had completed a certificate, diploma or 
degree in early childhood education or three other identified areas of study at a college, university or other 
post-secondary institution. 

Over a third of the study participants, 40.3%, reported having completed a course or courses specifically 
for family child care providers. As illustrated in Table 4.2, the largest proportions of providers with such 
training were in British Columbia, Quebec and Alberta. In all three provinces, training courses are widely 
available and promoted. 

Completion of a certificate, diploma or degree program in early childhood education or one of three 
related areas at a post-secondary institution was reported by 33.4% of the study participants. The related 
areas were: child development, child and family studies, and teaching. As illustrated in Table 4.3, nearly a 
quarter of the study participants, 20.4%, had such education at the two-year credential or higher level. An 
additional 9.1% reported partial completion of a credential, either because they were once enrolled but did 
not complete the program or they are currently enrolled. 

At the time of data collection in the Spring of 1999, policy in the Yukon required providers without an 
ECCE credential to complete a 60-hour family child care or equivalent course within the first year of 
providing care. The Yukon was the only jurisdiction in the study with such a requirement. Effective from 
September 1999, Quebec providers must complete a 45-hour training course within the first two years of 
operation. Two other jurisdictions, Prince Edward Island and Newfoundland/Labrador, that were not part 
of this study, also require providers to take formal training within a set period of time (see Appendix B). 
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Table 4.3 


Highest Level of Post-Secondary Education in ECCE or Related Discipline, 1999 


Highest level 


B.C. 

N = 45 


Alberta 
N = 39 


Sask. 

N = 40 


Ontario 
N = 39 


Quebec 
N = 42 


N.B. 

N = 13 


Yukon 
N = 13 


TOTAL 
N = 231 


Course lasting 
less than one 
year 


8.9% 


12.8% 


0% 


5.1% 


0% 


7.7% 


30.8% 


6.9% 


One-year 

credential 


8.9 


2.6 


5.0 


0 


7.1 


7.7 


23.0 


6.1 


Two- or 

three-year 

credential 


15.6 


7.7 


10.0 


15.4 


19.0 


7.7 


30.8 


14.3 


B.A. degree 
or higher 


11.1 


2.6 


7.5 


0 


9.5 


7.7 


0 


6.1 


TOTALS 


44.5% 


25.7% 


22.5% 


20.5% 


35.6% 


30.8% 


84.6% 


33.4% 



Overall, 66.2% of the study participants had either completed a family child care-specific training course 
or a program in early childhood education or a related discipline at a post-secondary institution. Both 
completion of a family child care course and an ECCE or related program at a post-secondary institution 
was reported by 16.5% of the providers. 

4.3c Participation in Professional Development 

"A PET [Parent Effectiveness Training] course helped me to actively listen and 
communicate effectively with children and adults . " 

— Alberta provider 



The majority of study participants, 89.5%, reported having participated in some type of professional 
development during the previous three years. The rate of participation ranged from 61.5% in New 
Brunswick to 97.8% in British Columbia and 100.0% in Saskatchewan. At the time of data collection, 
Saskatchewan child care policy required providers to attend at least two professional development 
workshops each year; it was the only jurisdiction in the study with such a requirement. Quebec has 
subsequently instituted a requirement that providers participate in a minimum of six hours of professional 
development each year. One other jurisdiction that was not part of the study, Nova Scotia, also requires 
providers to participate in professional development activities each year (see Appendix B). 

Among the providers who had engaged in professional development in the previous three years: 

• 84.9% reported attending one or more workshops; 

• 64.3% had attended a conference; 

• 34.7% had taken at least one non-credit course at a post-secondary institution; and 

• 1 8.6% had taken at least one credit course at a post-secondary institution. 

It should be noted that people were asked to identify all the different types of professional development 
activity they had participated in. As a result, one person could identify more than one type of activity. 
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Table 4.4 


Reasons for Participation in Professional Development Activities, 1999 


Reason for participation 


Proportion of providers 
identifying this reason 


To learn more about the work 1 do 


84.8% 


To obtain information on a particular problem or concern 


83.8 


To network with other providers 


66.2 


To meet the training requirements of the licensing system 


64.1 


To be able to charge higher fees 


2.5 


Other reason 


16.5 



In addition, we provided the participants with a list of five possible reasons for engaging in professional 
development activities and asked them to indicate all that applied to them; there was also space to write in 
another reason. 

As illustrated by Table 4.4, the most frequently reported reasons for participating in professional 
development were related to obtaining information about a particular problem or learning more about 
child care provision in general. The most frequently identified “other” reason was “to obtain new ideas.” 

In response to being asked which single professional development activity had been the most useful, 
27.0% of the providers cited provider conferences. One provider told us: “I find going to a conference 
gives me a boost in being a family child care provider, it’s a lot of fun too.” Such responses echo the 
frequent identification of networking with other providers as a reason for participating in professional 
development (see Table 4.4). The other most frequently cited activities were: workshops on child health, 
18.5%; presentations on safety awareness, 1 1.2%; workshops on program planning, 10.1%; and presenta- 
tions related to children who have special needs, 9.6%. 

Some providers took the opportunity to identify concerns about current professional development 
opportunities. As evident in the following quotes, the timing of activities may be a barrier and more 
experienced providers may find it difficult to locate a course or workshop that meets their needs for 
information that goes beyond basic knowledge. 

" Most don't seem to apply to what I really need , e.g. speech and language 
information for a child who has a language delay or skill building for certain 
problems, or / can't go when what I need is presented. " 

— Saskatchewan provider 



7 find that most courses offer information which should be basic and 
common knowledge so most I find repetitive and redundant. An AIDS 
workshop drew forth a couple of interesting arguments and another on 
discipline offered a few angles but overall was disappointing. " 

— Ontario provider 
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"Any courses offered / have to turn away simply because I am the sole care 
provider and time during the day is out " 

— New Brunswick provider 



4.4 Work History 

4.4a Reasons for Becoming a Family Child Care Provider 

Study participants were given a list of eight possible reasons for becoming interested in being a family 
child care provider and were asked to identify no more than three that applied to them. There was also 
space where a response could be added. 

As indicated by Table 4.5, the most frequently cited reasons were love of children and looking for a way 
to earn an income while at home with their own child. Few people identified having gone into family child 
care provision because no other employment options were available or because someone they knew was 
seeking care for a child. The most frequently cited “other” reasons were: had experience as a teacher 
(3.9%), and a friend encouraged me to become a provider (3.0%). 

There were interesting differences across jurisdictions in providers’ stated reasons for going into family 
child care. The largest proportion of people identifying their love of children and desire to work with them 
was in British Columbia, 82.0%. Nearly a fifth of providers in this province, 17.8%, stated that they had 
worked in a centre and had gone into family child care because they wanted to operate their own program. 
Responses such as these indicate “intentionality” — a deliberate choice to become a family child care 
provider and a commitment to this as a career. As discussed in Chapter 2, Section 2.3, intentionality is 
gaining increasing attention because of its influence on providers’ behaviour with children and its 
suspected importance as a predictor of turnover. 



Table 4.5 


•• - 


Reasons for Becoming a Family Child Care Provider, 1999 


Reason 


Percent 

responses 


1 love children and wanted to work with them 


68.0% 


1 was looking for a way of earning income while caring for my own child(ren) 


66.2 


1 had worked in a child care centre and wanted to operate my own program 


23.4 


1 wanted companions for my child(ren) 


17.7 


A friend/relative/neighbour was seeking care 


15.2 


1 responded to an advertisement by an agency 


6.1 


Other employment options were not available 


5.2 


1 was unable to find child care for my own child(ren) 


3.5 


Other reason 


21.6 
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In contrast, 76.9% of Ontario providers indicated that they had been looking for a way to earn an income 
while at home with their own child, and 30.8% had been seeking a companion for their child. These 
responses suggest family child care as a temporary occupation until the individual’s own child starts 
school full-time. A higher proportion of people in New Brunswick than in any other jurisdiction stated 
that they became family child care providers because someone they knew needed child care, 38.5%, or 
no other employment was available, 15.4%. These responses suggest the possibility of a person having 
become a provider not because they wanted to work with children but because they felt they had to help 
out a friend or relative, or needed to earn an income and could not get any other type of work. 

A multi-state American study looked at the association between providers’ reasons for entering this 
occupation and both their sensitivity with children and the overall quality of the home. 6 The researchers 
report that providers whose primary reason for becoming a provider was “child-oriented” — because 
they love children or want to be at home with their own child — were rated as more sensitive and as 
providing better care. Providers with “adult-oriented” reasons, such as a feeling of obligation to help out 
a relative or friend, were rated as less sensitive and responsive with the children and as providing a lower 
quality of overall care. 

4.4b Prior Involvement in Child Care Provision of Any Type 

On average, the You Bet I Care! Study 3 participants had been part of the regulated system for 6. 1 years, 
with a range from 4.4 years in the Yukon to 8.2 years in Saskatchewan. Many of the providers had 
previous child care experience, as follows: 

* in their own home as an unlicensed provider — 48.1% (average of 2.3 years with a range from 
0.7 years in the Yukon to 5.2 years in New Brunswick); 

* in a child care centre — 26.0% (average of 1 .3 years with a range from 0.8 years in New Brunswick 
to 2.2 years in the Yukon); 

* in a child’s home as a “nanny” or paid caregiver — 1 5.6% (average of 0.4 years with a range of 
0.1 years in Alberta to 0.5 years in New Brunswick). 

As noted above, the largest proportion of providers had prior experience as an unregulated provider, and 
this was also the prior experience with the greatest average length of time. The average total number of 
years of child care experience in any type of setting for the group was 10. 1 years. 

4.4c Reasons for Becoming Regulated 

The providers were given a list of seven possible reasons for joining the regulated system and were 
asked to identify no more than three that applied to them. Again, there was also a space to write in 
another reason. As indicated by Table 4.6, demonstrating that their care met certain standards/they were 
professional was the most frequently cited reason by both agency-affiliated and individually licensed 
providers. The second most frequently identified reason was the hope that becoming regulated would 
provide greater access to support services. About a third of both agency-affiliated and individually 
licensed providers also perceived becoming regulated as desirable because it would enable them to serve 
families receiving fee subsidy. 
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Agency-affiliated providers frequently identified, as a motivation for their affiliation, their preference 
for having the agency deal with parents around administration issues. This, of course, is not applicable 
for people who are individually licensed. A substantial proportion of individually licensed providers 
indicated that one motivation had been the ability to care for more children, which translates into 
higher income. Three jurisdictions that licence providers individually — British Columbia, New 
Brunswick and the Yukon — permit fewer children in an unregulated home (see Appendix B). Joining 
the regulated system in order to be able to care for more children was cited by 75.6% of the B.C. 
providers, 23.1% of New Brunswick respondents, and 38.5% of the providers from the Yukon. In 
Saskatchewan, where providers are also licensed on an individual basis, the permitted number of 
children is the same, regardless of regulatory status. Only one provider in this province identified being 
able to care for more children as a reason for becoming licensed. In all three participating provinces 
using the agency system, unregulated providers are permitted to care for the same number of children 
as regulated providers, and only 0.8% of agency-affiliated providers cited being able to care for more 
children as a motivator. 

There were other differences across jurisdictions that are not related to the regulatory approach. A 
higher proportion of New Brunswick providers than respondents in any other jurisdiction, 23.1%, 
identified becoming licensed as a way of getting in touch with other providers. A much lower 
proportion of providers in the Yukon, 15.4%, and in Alberta, 23.3%, cited getting more support as a 
reason for joining the regulated system. 



Table 4.6 


Reasons for Joining the Regulated System, 1999 


Reason 


Agency- 
affiliated 
N = 120 


Independently 
licensed 
N = 111 


Total 
sample 
N = 231 


To demonstrate to parents that my care meets 
standards of quality/to be more professional 


69.2% 


80.2% 


74.5% 


As a way of getting more support (such as training, 
equipment loans) 


50.0 


32.4 


41.6 


To enable me to care for families who were receiving 
subsidy 


32.5 


37.8 


35.5 


Preferred having the agency deal with parents around 
contracts and money issues 


56.7 


N/A 


29.4 


As a means of finding client families 


25.0 


10.8 


18.2 


As a way of getting in touch with other caregivers 


12.5 


10.8 


11.7 


To be able to care for more children than permitted as 
an unlicensed provider 


0.8 


38.7 


19.1 


Other reason 


10.0 


9.9 


19.9 


| Note: Providers could, and often did, select three reasons. 
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Feelings about Their Work 

4.5a Self-Perception 

We asked providers to tell us how they identify themselves in relation to caring for other people’s 
children. Only 3.9% responded with “babysitter.” The preferred terms were family child care provider, 
51.5%, and caregiver, 27.7%. An additional 12.6% identified themselves as an early childhood 
educator. 

4.5b Perception of the Job 

Providers were given a list of four statements that could describe how they felt about the occupation 
of child care provider, and were asked to identify the description that best reflected their view. There 
was also a place to indicate “none of the above.” The majority, 75.1%, indicated that family child care 
was their chosen occupation. Another 10.9% identified it as not their chosen occupation but good 
while their own children were young. Only 9.6% saw their job as a stepping-stone to other work in 
child care or a related field, while another 1 .7% identified family child care as something they were 
doing until a better job became available. 

Again there was some variability across jurisdictions. While 81.0% of providers in Quebec identified 
family child care as their chosen occupation, this response was made by only 61 .5% of providers in 
the Yukon and 64.1% in Alberta. The highest proportion of study participants viewing family child 
care as a stepping stone to other work in child care or a related field, 23.1%, was in the Yukon; the 
lowest proportion, 2.4%, was in Quebec. 

4.5c Feelings about the Work Situation 

One of the unique components of this study was the use of a new measure developed by the 
researchers to assess the extent of a family child care provider’s feelings of stress. The providers were 
given a list of ten possible sources of stress. They were asked to indicate the extent to which each 
situation was stressful for them using a five-point scale from 1 (no stress) to 5 (a great deal of stress). 
There was also a place to indicate that the situation did not apply (for example, “expectations of my 
spouse/partner” would not apply to a person who was not in such a relationship). Total scores were 
computed, in addition to the score for each item. Inter-item reliability was calculated using the 
Cronbach Alpha technique. The standardized reliability coefficient was .79, indicating that the items 
on this scale reliably measured one common characteristic. 

The item with the highest stress rating was “financial concerns re: lack of benefits, e.g. lack of 
pension.” The average score on this item for the whole sample was 3.3, with nearly half the providers, 
48.7%, giving it a rating of 4 or 5. For these providers, lack of benefits was clearly a source of 
considerable concern. The item rated second highest, “income fluctuations,” obtained an average 
score of 2.9. Just over a third of the providers, 34.6%, rated this as a 4 or 5. Thus, the two items with 
the highest stress rating were financial. Previous Canadian studies have noted that dissatisfaction with 
the income level and concern about lack of benefits is a common reason for providers to decide to 
leave the occupation. 7 The agency directors in our study identified provider turnover as one of the 
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Table 4.7 


Degree of Perceived Stress Associated with Certain Situations, 1999 


Situation 


Average 

score 


Percent giving 
the item a 
rating of 4 or 5 


SD* 


Financial concerns re: lack of benefits, e.g. lack of pension 


3.3 


48.7% 


1.44 


Income fluctuations 


2.9 


34.6% 


1.31 


Children leaving care 


2.7 


26.5% 


1.33 


Problems with parents, e.g. late pick-up, late payments 


2.5 


22.0% 


1.24 


Meeting the demands of my own family while providing 
child care 


2.4 


15.9% 


1.08 


Helping new children and families adjust 


2.3 


13.7% 


1.08 


Expectations of parents of the child care children 


2.3 


12.8% 


1.06 


Lack of privacy for me and my family 


2.2 


15.0% 


1.17 


Dealing with licensing rules/regulations 


1.9 


9.3% 


1.09 


Expectations of spouse/partner 


1.8 


10.0% 


1.07 


1 * SD: Standard deviation. 



biggest concerns faced in the previous year and cited provider dissatisfaction with their income as one 
of the main reasons for people leaving. 8 When a family child care home closes, the children have to 
adjust not only to a new adult and a new physical setting, but must do so without the support of a 
familiar peer group. This can be quite stressful for them and may have a negative effect on their 
development. Data from the Canadian National Longitudinal Survey of Children and Youth (NLSCY) 
indicate that repeated changes in child care arrangements are associated with slower verbal develop- 
ment and difficult temperaments among preschoolers. 9 

Table 4.7 identifies the average score for each item, starting with the most stressful. It also identifies 
the standard deviation (SD), that is, the spread of the distribution of the scores. If the scores are 
grouped closely around the average score, the SD is relatively small; if they are spread out in each 
direction, the SD is relatively large. The proportion of providers who gave each item a rating of 4 or 5 
(high end of the stress continuum) is also shown. 

We also asked providers to indicate the extent to which they felt they had control over most of the 
important things that affect their satisfaction with their work situation. The scale went from 1 (little 
control) to 5 (plenty of control). The average score of 3.9 for this group, with a standard deviation of 
0.9, indicates that most of the providers felt that they had a good degree of control over things that 
affected their job satisfaction. 
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4.6 The Positive Aspects of Working as a Family Child 
Care Provider 

We asked providers to list the three most positive aspects of providing home child care. One 
summarized her perception as follows: 

" Helping parents out and teaching children , observing children developing 
and learning , knowing what / do is important." 

— New Brunswick provider 



According to a provider from Saskatchewan, one of the most positive aspects was that, “I was able to 
remain at home and raise our children and still have an income.” The responses of the sample as a 
whole can be categorized as: 

• the joy of working with children — 41 .4%; 

• being able to work and care for my own child at the same time — 41 .0%; 

• being my own boss — 36.1%; 

• working at home — 30.8%; 

• contributing to the development of young children — 24.7%; 

• positive relationships with children and parents — 12.3%; 

• earning an income — 7.9%; 

• providing playmates for my own child — 7.5%. 

The high proportion of providers identifying the joy of working with children or being able to 
contribute to children’s development as a positive aspect is consistent with the high proportion that 
cited a love of children as their reason for becoming a family child care provider (68.0%). 



4.7 The Negative Aspects of Working as a Family Child 
Care Provider 

Providers were also asked to list the three most negative aspects of providing home child care. One 
respondent summarized the most commonly perceived negative aspects when she told us: 

"... isolation from other adults and poor financial income for tong hours 

worked . " 

— Ontario provider 
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"I enjoy my job very much but find it frustrating when others feel you 
don't have a real job because you don't get up and leave every day. Long , 
long hours and extremely low overtime fees , , at times parents take you for 
granted for example , being late. " 

— Ontario provider 



The negative aspects identified by the providers as a group can be categorized as: 

• the workload — 60.0%; 

• working on my own, isolation during the work day — 53.2%; 

• low income, income fluctuations — 26.8%; 

• conflicts with parents — 26.4%; 

• lack of privacy for my family, sharing our private living space — 19.5%; 

• lack of recognition of the value of my work — 16.4%; 

• lack of benefits — 11.4%. 

On average, the family child care providers in our sample reported spending 50.5 hours a week in 
direct contact with child care children and an additional 5.7 hours on related duties when child care 
children are not present. As a result, their average work week lasts 56.2 hours. This is considerably 
more than the standard work week for people who are salaried employees. The high identification of 
isolation as a negative aspect suggests that contact with other providers is important. As discussed 
later, we found that providers who were linked with provider support networks also had higher scores 
on both a measure of overall quality and a measure of their sensitivity towards children. Conflict with 
parents, especially around issues such as late pick-ups and failure to pay fees on time, has been 
identified as a problem faced by many providers in previous family child care research. 10 

4.8 Satisfaction with Their Career Choice 

We asked the study participants two questions about their satisfaction with their career choice. The 
first question asked the individual whether she expected to be providing home child care in three years 
time and the second question asked, “If you were choosing a career again, would you choose home 
child care?” In each case, a follow-up question asked the provider to explain her answer. 

4.8a Will They Continue? 

Most providers, 69.4%, indicated that they expected to be in home child care in three years’ time. 
Another 16.2% indicated that they did not, and 14.4% stated that they didn’t know. There was some 
variation across jurisdictions. The highest proportion of people expecting still to be providing home 
child care were in British Columbia and Saskatchewan, 77.8% and 74.4% respectively. The lowest 
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Most Frequently Cited Reasons for Not Expecting 
to Continue to Provide Family Child Care, 1999 




Reason 


Percent 

responses 


Ready for a career change 


29.7% 


Plan to go back to school 


18.9 


My own children will no longer require me to be at home 


18.9 


1 feel 1 need a break 


16.2 


Financial instability 


10.8 



proportions were in Alberta, 61.5%, and Ontario, 65.8%. The most frequently cited reason for 
expecting to continue as a family child care provider was that the individual liked this occupation, 
64.1%. Just over 16.0% said they would still be providing care because they would still have young 
children at home. All other reasons for continuing to provide care were cited by fewer than 1 0.0% of 
the participants. 

Providers who did not expect still to be working in this field in three years’ time gave a variety of 
reasons that reflected: (1 ) the possibility of burnout or the desire to move into a field where the 
prospects might be better; or (2) the fact that the person had only intended to stay in the field until 
their children started school full-time; or (3) concerns about financial stability. The specific reasons 
are identified in Table 4.8. Being ready for a career change was cited by 50.0% of providers in the 
Yukon who did not expect to continue working in home child care, and 42.9% in Saskatchewan. 
Financial stability was most often cited as a reason in Saskatchewan (28.6% of the providers in that 
province who did not expect to continue working in this field). The response of an Alberta provider 
who had been regulated for four years and had completed the Step Ahead training course is 
illustrative; she told us: 

"No ... mainly due to low income , income fluctuations. / cannot financially 

afford to continue this for another three years . " 



4.8b Would You Choose Family Child Care Again as a Career? 

7 like what / am doing and am proud of myself when children are happy." 

— Quebec provider 

Two-thirds of the study participants, 65.5%, said that they would choose a career in family child care 
again. However, nearly a quarter, 2 1 .4%, said they would not, while 13.1% responded that they did 
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not know. By far the most frequently cited reason for choosing family child care again was that the 
individual liked the job, 64.4%. Another 12.9% identified providing family child care as their 
chosen occupation. Almost 1 6.0% of the providers (1 5.9%) indicated that this type of work was 
good while their own children were young. “I now have other career aspirations,” was the most 
frequent reason given by people who would not go into family child care again, 42. 6%. The second 
most frequently cited reason, given by 23.4%, was the financial instability. Isolation and lack of 
support were also cited as reasons, each by 6.4% of the participants. Combining these two 
responses suggests that 12.8% of providers might have regretted the decision to work alone in 
their own home. 



4.9 Advice to a Friend 

As a way of tapping into the knowledge of these experienced providers we asked them, “If a 
friend told you she was thinking about becoming a home-based caregiver, what three pieces of 
advice would you give her?” Two British Columbia respondents provided the following pieces of 
sage advice: 



" You must love being with children — not just abstractly like kids — 
but enjoy talking , playing with , and caring for them . Test drive this in a 
volunteer capacity before committing to this career. " 

" Examine yourself — whether you really enjoy children and are 
willing to learn continuously Can you work alone for a long time?" 

The most frequently given responses, cited below, indicate the importance of viewing family child 
care provision as an occupation and not allowing it to take over one’s whole life. The responses of 
the sample as a whole can be categorized as: 

• be sure to balance your family life and your work life — 27.2%; 

• establish clear policies and communicate them to parents — 26.8%; 

• plan and structure your day — 24.6%; 

• use all available resources — 15.2%; 

• take time out for yourself — 13.8%; 

• take training — 13.4%. 

Fifty percent of the agency-affiliated providers said they would advise a friend to become an 
agency provider. 
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4.10 Summary 

The providers in our sample were all women, mainly between the ages of 30 and 49, living with a 
spouse or partner and with at least one child under age 12 living at home. Nearly half, 44.3%, 
had completed a college or university program in some discipline and 33.4% had a college or 
university credential in early childhood education or a related field such as child and family 
studies. Over a third, 40.3%, had completed a family child care provider course and the majority, 
89.5%, had participated in at least one professional development activity within the past three 
years. 

Two thirds, 68.0%, told us that they had become family child care providers because they loved 
children and wanted to work with them. On average, the study participants had been part of the 
regulated system for 6.1 years; 48.1% had prior experience as unregulated providers. In addition, 
26.0% had worked in a centre and 15.6% had provided care in a child’s home as a “nanny.” The 
average amount of child care provision in any type of setting was 10.1 years. The most frequently 
given reasons for becoming regulated were: (1) to demonstrate to parents that their care meets 
standards/to be more professional; (2) as a way of getting support such as training or equipment 
loans; and (3) to enable them to care for children whose families were receiving a fee subsidy. 

The study participants’ preferred ways of identifying themselves were as a family child care 
provider, 5 1 .5%, or a caregiver, 27.7%. Only 3.9% told us that they refer to themselves as a 
“babysitter.” The majority, 75. 1 %, stated that family child care was their chosen occupation. 
However, it was clear from other responses that for some people it is a chosen temporary 
occupation until their own children begin school. 

Financial concerns, such as lack of benefits and income fluctuations, were identified as sources 
of considerable stress by the study providers. Other issues identified as stressful by a substantial 
number were: ( 1 ) dealing with children leaving care, and (2) problems with parents (for example, 
late pick-ups and/or late payment of fees). 

Most providers, 69.4%, stated that they expected to be in family child care in three years’ time; 
16.2% said they did not. The most commonly given reasons for not expecting to be in the field in 
the future were: (1) I’m ready for a career change; (2) I plan to go back to school; (3) my own 
children will no longer require me to be at home; and (4) I need a break. Some of these responses 
suggest burnout and/or a desire for an occupation that might have better prospects. 

When we asked the providers what advice they would give to a friend who was thinking of 
entering family child care, the most frequent responses were: (1) be sure to balance your family 
life and your work life — 27.2%; (2) establish clear policies and communicate them to parents — 
26.8%; (3) plan and structure your day — 24.6%; (4) use all available resources — 15.2%; and 
(5) take time out for yourself — 13.8%. 
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Chapter 5 

The Practice of Family 
Child Care 



"We are greatly responsible for their [the children's] safety and well-being but 
beyond that we must teach them how to love life , develop their curiosity, 
open them up to who they are, their potential, and to be proud of 
themselves. " 

— Quebec provider 



5.1 Introduction 

This chapter provides information about the children in the family child care homes, the working 
conditions, income and benefits of the child care providers, their use of community supports, and their 
relationship with their licensing official or their sponsoring agency. In so doing, it provides a snapshot of 
the practice of family child care in the 23 1 homes that participated in the study. 



5.2 The Children and Their Families 

5.2a Overall View 

The combination of the number of children and the number of client families gives an indication of the 
number of relationships that the provider is engaged in and thus, to some extent, the complexity of her job. 
Table 5. 1 presents information about the average number of children and families associated with each 
home in each jurisdiction. When reading this table it is important to note that the regulations in Quebec 
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and the Yukon specifically permit a provider and an assistant to work in the same home at the same time. 
The regulations also permit a larger group of children when two caregivers are present (see Appendix B). 

The age of the children also makes a difference to the number for whom an individual provides care. In 
Saskatchewan, 40.0% of the providers reported that three or more of the children in their care were over 
age 6. These children would be attending on a part-time basis and possibly at different times of the day; 
this would enable the provider to maintain the group size at any one time within the regulatory limit of 
eight. Thirteen percent of British Columbia providers care for two children over age 6, while an additional 
15.6% reported having three children in this age range. 

On average, the study participants were currently providing care for five families, with a range from one 
to fifteen. The highest number of reported families currently receiving care was 1 1 in the Yukon and 1 5 in 
Quebec; both these jurisdictions permit one provider and an assistant to work together in a home. While 
this arrangement provides for a sharing of responsibility for the children, the provider herself is likely to 
be solely responsible for negotiations with parents around hours of care, payment and other administrative 
issues unless this is undertaken by an agency. 

Two-thirds of the providers, 65.2%, told us that they were caring for siblings. This practice was most 
frequently reported in Saskatchewan, 85.0%, and Ontario, 76.9%. Caring for siblings was least often 
reported by providers in New Brunswick, 38.5%. 

5.2b Ages Served 

A large proportion of the providers in our sample were caring for infants and toddlers (see Table 5.2). 
Nearly half, 48.5%, reported providing care for at least one child under the age of 1 8 months. Over two- 
thirds, 69.7%, were caring for at least one child under the age of 2, while almost every provider, 93.5%, 



Table 5.1 


- - 


Number of Children and Families Currently Being Served, by Jurisdiction, 1999 


Jurisdiction 


1 Number of children 


Number of families | 


Average 


Range 


SD* 


Average 


Range 


SD* 


B.C. (N = 45) 


6.2 


3.0-12.0 


2.1 


5.4 


2.0-10.0 


1.7 


Alberta (N = 39) 


5.0 


3.0 - 9.0 


1.4 


4.2 


2.0 - 6.0 


1.2 


Saskatchewan (N = 40) 


7.0 


3.0-11.0 


2.0 


5.2 


2.0 - 9.0 


1.7 


Ontario (N = 39) 


4.7 


2.0 - 9.0 


1.4 


3.7 


1 .0 - 7.0 


1.3 


Quebec (N = 42) 


7.3 


4.0-16.0 


2.7 


6.2 


3.0-15.0 


2.6 


New Brunswick (N = 13) 


5.7 


3.0 - 8.0 


1.4 


5.3 


3.0 - 8.0 


1.3 


Yukon (N - 13) 


7.8 


5.0-15.0 


2.8 


5.6 


3.0-11.0 


2.3 


TOTAL SAMPLE (N = 231) 


6.1 


2.0 - 16.0 


2.3 


5.0 


1.0-15.0 


2.0 


Note: The regulations in Quebec and the Yukon permit a provider and an assistant to work in the same home at the same time and to care for i 
number of children than is permitted to a single provider. Thus ranges and standard deviations in these two jurisdictions are greater than elsewh 
reflecting a combination of providers working on their own and providers working with an assistant. 

* SD: Standard deviation. This indicates the spread in the distribution of numbers around the average. If the numbers are grouped close to the i 
the standard deviation is relatively small, as in the number of children in Alberta. If there is a broad distribution of numbers in each direction of 
average, the SD is relatively large. 


i larger 
ere, 

iverage, 
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Table 5.2 


Average Number of Children Receiving Care in a Home in 


Each of Three Age Ranges, by Jurisdiction, 1999 


Jurisdiction 


Children under age 3 


Children under age 6 


Children over age 6 


British Columbia 


2.5 


5.2 


1.0 


Alberta 


2.0 


4.5 


0.5 


Saskatchewan 


1.6 


4.5 


2.5 


Ontario 


1.8 


3.5 


1.3 


Quebec 


2.6 


7.0 


0.3 


New Brunswick 


2.5 


4.8 


0.6 


Yukon 


2.4 


4.9 


2.5 


TOTAL SAMPLE 


2.2 


4.9 


1.6 



was caring for at least one child under the age of 3. In many instances, multiple young children were 
reported. Twenty-four percent of providers caring for a child under 24 months of age had two, and in a 
small number of cases three, children in this age range. Among providers looking after at least one child 
under age 3, 40.3% reported two children in this age range while 34.2% said they had three or more 
children age 3 or younger. Having three or more children under age 3 was most frequently reported in the 
Yukon, 53.8%, British Columbia, 51.1%, Quebec, 47.6%, and New Brunswick, 46.2%. Almost all the 
providers, 93. 1%, reported at least one child in the age range of 3 to 5 years. Just over half, 52.3%, of the 
study participants were providing care for at least one child age 6 or older. Seventy percent of these 
providers were looking after one or two children in this age range. 

In summary, almost every provider reported caring for at least one child under age 3, all were looking 
after children under age 6, and over half were providing care for children over age 6. Over a third of the 
providers, 35.5%, had a group of children ranging in age from under 24 months to over age 6. These 
statistics show that it is not uncommon for a provider to have a group that includes one or two infants or 
toddlers, a couple of preschoolers, and at a least one child over age 6. This means that she has to plan and 
provide activities for a broad range of developmental levels. 

5.2c Characteristics of the Children 

The information in this section is summarized in Table 5.3. 

1. Children Who Speak a Language Other than English or French at Home 

During her visit, the observer conducted a short provider interview that included asking about the 
enrolment of children who do not speak English at home — or, for a francophone provider, do not speak 
French at home (see Appendix G). Nearly a fifth of the providers, 1 8.8%, identified at least one child 
whose mother tongue was neither English nor French. The range was considerable, from 53.3% in British 
Columbia to none in both New Brunswick and the Yukon. Typically, given the communities in which the 
homes were located, these children would have been from immigrant families. The fact that a number of 
providers look after children whose mother tongue is neither English nor French highlights the importance 
of the family child care home as a setting where the child can develop competence in the language he or 
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she will need for school. It also underlines the importance of the provider implementing a language-rich 
environment through talking and singing with the children, reading to them, and providing a variety of 
books and games. 

2. Children with Special Needs 

The challenge of providing appropriate, sensitive care is increased when a child has special needs. In some 
• situations the provider will require specific training to undertake medical procedures or to supplement 
language or other therapy being received by the child. We asked providers whether they were caring for a 
child with special needs, giving them the following definition of a special need: “A physical or intellectual 
disability identified by a professional such as a physician or speech therapist or a diagnosed behaviour or 
emotional disorder.” A total of 15.2% of the providers reported having a child who has special needs. The 
largest proportion of providers looking after such children was in Saskatchewan, 30.0%, followed by the 
Yukon, 23.1%, and Quebec, 19.0%. 

Providers in Saskatchewan and the Yukon are individually licensed and therefore cannot turn to an agency 
to seek training or advice to assist them to meet a child’s special needs. Instead, they must rely on other 
sources, such as the local public health unit or an infant stimulation program. However, it appears that 
many agency-affiliated providers would also have to turn to other sources for consultation and training. 
While 17 of the 24 agency directors told us that their agency was currently providing care for at least 
one child with a special need, only two reported that their agency would provide special training for a 
caregiver if she needed it. Other agency directors told us that the provider could access services through a 
community organization, but it was not clear from their responses whether the agency would assist them to 
do so. One director reported that her agency would provide a respite caregiver every Friday morning. 
However, as noted by a Saskatchewan provider, there may be times when a second pair of hands is 
required to provide daily care. 

" Ratios for special needs/high needs children are a concern , real trained 
professional help not available for what / can afford to pay . " 

. — Saskatchewan provider 



3. Children Whose Fees Are Subsidized 

In all jurisdictions, fee subsidy for low-income parents is paid directly to the service provider on behalf of 
the parent. In the agency model, the agency may look after making fee subsidy claims for its providers. 
However, individually licensed providers have to handle this administrative task themselves. Over two- 
thirds of the providers in this study, 71 .6%, reported that they were providing care for at least one child 
whose parent was receiving a fee subsidy. The largest proportions of providers with at least one subsidized 
child were in the Yukon, 100%, and Saskatchewan, 92.5%. The smallest proportion, 37.5%, was in 
Quebec, where the provincial government had already instituted a program whereby parents of children 
in regulated child care pay only $5.00 a day; at the time of data collection, this program covered 3- and 
4-year-olds, but not younger children. 

5.2d The Number of Hours per Week that Children Are Receiving Care 

As indicated in Table 5.2, the majority of children receiving care in the family child care homes in our 
sample were under age 6. Just over half, 51.1%, of the providers reported that two or three of the children 
in their care were with them for over 40 hours a week. Another 17.7% had four children who stayed with 
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Table 5.3 


Characteristics of the Children, 1999 


Jurisdiction 


Proportion of providers 
caring for a child who 
speaks neither English 
nor French at home 


Proportion of providers 
caring for a child who 
has special needs 


Average number of 
children per home 
whose fees are 
subsidized 


British Columbia 


53.3% 


13.3% 


1.6 


Alberta 


12.8 


5.1 


1.3 


Saskatchewan 


7.5 


30.0 


4.6 


Ontario 


13.5 


10.3 


2.4 


Quebec 


14.3 


19.0 


0.9 


New Brunswick 


Nil 


Nil 


1.8 


Yukon 


Nil 


23.1 


4.8 


TOTAL SAMPLE 


18.8% 


15.2% 


2.3 


Note: The proportion of children who do not speak English or French at home is, in part, a function of the communities in which data were collected. For 
example, most of the B.C. providers lived in Vancouver, and the proportion for Ontario would have been much greater if the sample of homes had been in 
downtown Toronto. 



them for over 40 hours each week, while 12.6% had five or more children receiving care for this length of 
time. In summary, 8 1 .4% of the providers had two or more children who were in their care for 40 or more 
hours a week. This represents a substantial proportion of a young child’s week, so the amount and quality 
of interaction and stimulation received in the family child care home is very important. The average number 



Table 5.4 


Children's Length of Time with the Same Provider, by Jurisdiction, 1999 


Jurisdiction 


Average number of 
children who started 
with the provider in 
the previous 12 months 


Average number of 
children who left the 
provider's care in the 
previous 12 months 


Average longest 
time in care of any 
child (in months) 


British Columbia 


3.8 


2.6 


37.6 months 


Alberta 


3.2 


2.6 


34.5 


Saskatchewan 


4.2 


2.5 


42.7 


Ontario 


2.7 


1.8 


35.7 


Quebec 


3.4 


2.5 


40.5 


New Brunswick 


4.2 


1.9 


38.6 


Yukon 


4.8 


2.3 


35.3 


TOTAL SAMPLE 


3.6 


2.4 


38.0 months 
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of children in the provider’s care for under 20 hours a week was 1 .3 for the total sample, with a range 
from 0.8 in Alberta to 1.9 in Saskatchewan. 

5.2e The Number of Years Children Remain with the Same Provider 

On average, our sample of providers had 3.6 children who had come into their care within the previous 
12 months and 2.4 who had left their care in that time period (see Table 5.4). The average longest time 
that a child had been in the same provider’s care was 38 months (3 years, 2 months). In Quebec and 
Saskatchewan it was 40.4 months and 42.7 months respectively. 



5.3 Days, Hours and Weeks of Work 

The majority of the study participants, 92.2%, reported working five days a week. A small number 
reported providing care on six or seven days a week. Only 1.3% of providers indicated that their work 
week was less than five days. Some, 6.5%, reported having child care children in their home on Saturday 
and/or Sunday. Among providers working on the weekend, the average number of hours that a child was 
in the home was 9.2 hours on Saturday and 9.4 hours on Sunday. In other words, when care was provided 
on the weekend, it was full-day care. 

The first child was reported as arriving before 7:00 a.m. by 17.3% of the providers. This early start to the 
day was most frequently noted by people living in Saskatchewan (27.5%), New Brunswick (23.1%) and 
Ontario (20.5%). Providing care after 6:00 p.m. was reported by 13.4% of the study participants, and after 
7:00 p.m. by 6. 1% of them. The largest proportions of people providing care after 7:00 p.m. were in New 
Brunswick (15.4%) and Saskatchewan (12.5%). A quarter, 25.1%, of the study participants reported that 
they provided care before 7:00 a.m., and/or after 7:00 p.m., and/or on weekends. 

On average, the providers had at least one child care child in their home for 50.5 hours a week, with a 
range from an average of 48.6 hours in British Columbia to 53.2 hours in Saskatchewan. In addition, the 
study participants spent an average of 5.8 hours a week on care-related duties such as preparing activities 
and meeting parents at times when no child care child was present. Thus the average total number of paid 
and unpaid hours of work per week for the group was 56.3 hours. 

We asked the providers, “In total, in the past 12 months how many weeks did you personally provide child 
care? Exclude your vacation days and days when an alternate or substitute looked after your child care 
children.” Most providers, 63.0%, responded that they had provided care for between 48 and 51 weeks in 
the past 12 months. An additional 18.7% had worked for 26 to 47 weeks during the previous year. Nearly 
a fifth, 16.1%, said they had worked all 52 weeks. 

Reported average vacation time ranged from 19.2 days in Quebec and 16.0 days in British Columbia, to 
10.0 days in New Brunswick and 9.0 days in Saskatchewan. The average length of time for the total group 
was 13.0 days. We asked the providers to indicate how easy it was for them to take time off, using a five- 
point scale with 1 indicating that it was “not difficult” and 5 indicating that it was “very difficult.” The 
average score of 2.7 is almost in the middle of the scale. Providers indicating the greatest difficulty were 
those in Alberta, where the average score was 3.9. 
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7 believe that child care is very underpaid. It is very sad to see that people in 
general underestimate such an important job as raising , educating and loving 
someone else's children." 

— Alberta provider 

5.4a Parent Fees 

Providers were asked to tell us what a full-fee parent would pay for care provided from 8:00 a.m. to 5:30 
p.m., Monday to Friday, for a 9-month-old infant with no special needs, and what they would pay in the 
same situation for a 3-year-old child. They were also asked what the fee would be for a 7-year-old child 
with no special needs on a day when the child is in their care for lunch and after school for a total of four 
hours. 

Table 5.5 presents information on the median daily fee reported by the providers. Median values are used 
(the point at which an equal number of cases fall above and below that value) because averages are 
strongly affected by extreme values, such as a few cases of unusually low or high fees. 

Nearly two-thirds of the providers, 61 .6%, reported that the fees charged to full-fee parents had been 
raised in the past three years. The highest proportion of providers indicating that their fees had increased 
were in Quebec, 88.1%, and Alberta, 76.5%. The lowest proportion was in the Yukon, 30.8%. 

5.4b Provider Income 

As illustrated in Table 5.6, 45. 1% of providers who worked for 48 weeks or more in the previous year 
reported a gross income from their provision of child care of between $15,000 and $24,999. Over two- 
thirds of the providers who worked full-time, 69.3%, had a gross income below $25,000. Sixty percent of 



Table 5.5 


Median Daily Fees Charged for Full-Time Care, by Jurisdiction, 1999 


Jurisdiction 


Infant age 9 months 
cared for from 
8:00 a.m. to 5:30 p.m., 
Monday to Friday 


Child age 3 years 
cared for from 
8:00 a.m. to 5:30 p.m., 
Monday to Friday 


Child age 7 years 
with care provided 
for 4 hours a day 


British Columbia 


$31.15 


$27.69 


$15.00 


Alberta 


16.15 


16.00 


10.95 


Saskatchewan 


19.61 


18.07 


13.15 


Ontario 


22.00 


20.00 


9.57 


Quebec 


21.00 


20.00 


11.23 


New Brunswick 


17.00 


15.00 


8.00 


Yukon 


27.69 


24.00 


11.54 


TOTAL SAMPLE 


$20.77 


$19.35 


$12.69 
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Table 5.6 


Gross Child Care Income in the Previous Year, Study 3 Providers 
Working 48 Weeks or More Only, 1999 


Gross child care income 


Number of providers 
(Total = 182) 


Percent of providers 


Less than $10,000 


12 


6.6% 


$10,000 to 14,999 


32 


17.6 


$15,000 to 19,999 


43 


19.8 


$20,000 to 24,900 


46 


25.3 


$25,000 to 29,000 


21 


11.5 


$30,000 to 34,999 


18 


9.9 


$35,000 or more 


17 


9.3 


All income levels 


182 


100.0% 


Note: Data based on 182 providers; of the others, some did not report this information while a few had worked less than 48 weeks in 1998. 



all providers reported spending between 30.0% and 59.0% of their income on care-related expenses such 
as food and toys. Thus, providers’ net income before taxes is considerably lower than their gross income. 
However, since they are treated as self-employed persons for the purpose of their income tax returns, they 
can deduct business-related expenses and a portion of the cost of maintaining their home when calculating 
their tax owing. 

There was considerable variation in average reported gross annual income across the jurisdictions. The 
highest proportion of providers reporting a gross annual income of less than $10,000 was in Ontario, 



Table 5.7 




Percent of Gross Child Care Income Spent on Child Care-Related Expenses, 1 


Total Study 3 Sample, 1999 




Estimated percent of gross income spent on 
child care-related items in the previous year 


Number of providers 


Percent of providers 


Less than 15% 


7 


3.1% 


1 5 - 29% 


48 


21.3 


30 - 44% 


69 


30.7 


45 - 59% 


67 


29.8 


60 - 75% 


34 


15.1 


All respondents to this question 


225 


100.0% 


| Note: Percentages calculated on the actual sample of 225 who responded to this question. 
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20.5%, followed by Alberta, 17.9%. A gross income of over $34,999 in the previous year was most 
frequently reported by providers in British Columbia and the Yukon. These variations in reported income 
among jurisdictions reflect a combination of provincial/territorial differences in the average number of 
children for whom care is provided and the average fee charged a full-fee parent. Fees, in turn, are 
influenced by the average wage in the jurisdiction and the relative cost of living. 

A few of the study participants, 13.5%, relied on the income they earned through the provision of child 
care to cover 80% or more of the cost of maintaining their household. The more general situation was that 
of the 61 .4% of respondents who reported that their income covered less than 49% of their household 
expenditures. These findings are not surprising, given the gross annual incomes reported above and the 
relatively large proportion of such income used for expenditures related to child care provision (see Table 
5.7). At current income levels, family child care is an occupation that is best done only when there is a 
second earner in the family. 



5.5 Benefits 

5.5a Items that Might Assist in Doing the Work 

The providers were asked whether certain things that might assist them in their work were available to 
them. While the list of items for both agency-affiliated and independently licensed providers had some 
similarities, there were also a couple of differences reflecting their different circumstances. 

As indicated by Table 5.8, the majority of providers, whether agency-affiliated or not, had received an 
orientation and sample parent contracts, attendance forms and similar documents. Most agency-affiliated 
providers, 89.1%, had a written contract with the agency and 62.2% had a written job description. A 
sensitively completed performance appraisal by someone who understands the practice of family child 
care has the potential to assist the provider to identify areas that may require attention and to develop a 
plan to address these. Approximately half of the total sample reported receiving regular written 
performance appraisals. Only a third of the independently licensed providers and about half of those 
affiliated with an agency indicated that they had access to an appeal procedure in situations such as parent 
complaints. 

The lowest proportion of independently licensed providers reporting having received an orientation, 
38.5%, and the lowest proportion reporting access to sample parent contracts and similar documents, 
53.8%, were from New Brunswick. This province also had the lowest proportion of providers reporting 
access to an appeal procedure, 7.7%, and the highest reporting receipt of none of the types of assistance 
listed, 23.1%. 

There was also some provincial variation among the types of assistance available to agency-affiliated 
providers in regard to access to a written performance appraisal or to an appeal procedure. A larger 
proportion of Quebec providers, 66.7%, than providers in Alberta or Ontario (61 .5% and 59.5% 
respectively) reported receiving a written performance appraisal. Access to an appeal procedure was 
reported by 78.6% of Quebec providers but only 42.1% of those in Ontario and 38.5% of those living 
in Alberta. 
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Table 5.8 


Proportion of Study 3 Providers Receiving Certain Types of Assistance, 1999 


Type of assistance 


Individually licensed 
providers (N = 111) 


Agency-affiliated 
providers (INI = 120) 


Total sample 
(N = 231) 


Sample parent contracts, 
attendance forms, etc. 


84.0% 


95.8% 


90.2% 


Orientation session to 
explain agency or 
licensing requirements 
and policies 


73.6 


92.7 


83.6 


Written policy/procedure 
manual 


69.8 


87.4 


79.1 


Regularly written 
performance appraisal 
or evaluation 


49.1 


54.6 


52.0 


Written contract between 
me and the agency 


N/A 


89.1 


47.1 


An appeal procedure for 
situations such as parent 
complaint, suspension 
of license 


34.9 


53.8 


44.9 


Written job description 


N/A 


62.2 


32.9 


None of the above 


4.7% 


0% 


1.3% 



5.5b Income Protection, Overtime. Payments and Insurance Benefits 

We gave the providers a list of possible benefits and asked them to indicate whether they have or receive 
any of them. Providers affiliated with an agency were asked specifically to report only those benefits 
available through the agency. However, independently licensed people were simply asked if they had the 
benefit. 

Table 5.9 indicates that while most providers have their income protected when a child is absent on a 
temporary basis, almost half do not have protection for loss of income when a child is withdrawn from 
care without notice. An even larger proportion, 89.0%, lack protection for loss of income resulting from 
illness or disability. Fewer than two-thirds are protected against the possibility of having to make a 
substantial payment as a result of being sued for liability, for example, should a child be injured while in 
their care. 

Family child care providers, even when affiliated with an agency, are considered to be self-employed. As a 
result, as well as not having benefits such as disability insurance or a pension plan, unless they purchase it 
themselves, they do not receive paid sick days or paid holiday time. 
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Table 5.9 


Benefits Available to Study 3 Providers, 1999 


Benefit 


Individually 
licensed providers 


Agency-affiliated 

providers 


Total sample 


Payment in the event of 
a child's absence due to 
illness or family holidays 


96.3% 


85.7% 


90.8% 


Payment for statutory 
holidays, e.g. New Year's 
Day 


85.3 


67.2 


75.9 


Payment for overtime, 
e.g. late pick-up 


39.5 


47.1 


43.4 


Payment in the event of 
a child being withdrawn 
from care without notice 


54.1 


51.3 


52.6 


Disability insurance 
(short- or long-term) 


16.5 


5.9 


11.0 


Liability insurance 


51.4% 


66.4% 


59.2% 



5.6 Support from Other Providers 

5.6a Networking with Other Providers 

Networking with other providers lessens the isolation of a job where the individual often works alone; it 
also provides a source of tips and information from others in the field. We asked providers whether they 
network with others and, if so, whether they do so through an organized association/network, informally, 
or through both avenues. Providers were also asked how often per month, on average, they meet or speak 
to others in family child care. 

As reported in Table 5.10, most providers, 73.2%, said that they networked on an informal basis, while 
47.6% reported being part of a formal network or association. Over a quarter of the study participants told 
us that they use both approaches. A small proportion of the providers, 13.4%, reported that they did not 
network with other providers at all. 

A quarter of the providers, 24.3%, told us that they meet or speak to another provider eight or more times 
a month. An additional 30.5% reported having contact with colleagues between two and eight times a 
month. Again, there were variations across jurisdictions. The largest proportions of providers reporting 
eight or more contacts were in Saskatchewan, 41.0%, and Ontario, 35.9%, Table 5.1 1 provides 
information on the average frequency of contact with others by providers in each of the six provinces and 
the Yukon. The relatively high standard deviations in New Brunswick and Saskatchewan indicate that the 
range of frequency of contact across providers was greater in these two jurisdictions than elsewhere. 
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Table 5.10 


Providers' Reported Networking with Other Providers, by Jurisdiction, 1999 


Jurisdiction 


Through an 
organized 
association 


Informally 


Both 

informally and 
through an 
association 


Do not 
network 
with other 
providers 


British Columbia 


73.3% 


77.8% 


51.1% 


0% 


Alberta 


25.6 


71.8 


15.4 


17.9 


Saskatchewan 


72.5 


72.5 


52.5 


7.5 


Ontario 


33.0 


71.8 


25.6 


20.5 


Quebec 


47.6 


78.6 


35.7 


9.5 


New Brunswick 


7.7 


38.5 


Nil 


53.8 


Yukon 


30.8 


84.6 


30.8 


15.4 


TOTAL SAMPLE 


47.6% 


73.2% 


34.2% 


13.4% 



5.6b Membership in a Child Care Organization or Association 

Membership in a child care organization provides opportunities for contacts with other providers and 
suggests a certain degree of commitment to the child care profession. Providers were given a list of five 
possible organizations to which they might belong and were asked to select all that applied to them. A 
space was provided so that a respondent could write in an organization that was not identified. 

Forty-one percent of the providers reported that they did not belong to any child care organization. As 
illustrated by Table 5.12, variation across the seven jurisdictions was considerable. All the British 
Columbia providers reported at least one affiliation, but 84.6% of providers in Alberta told us that they 



Table 5.1 1 


Providers' Average Frequency of Contact per Month with Other Providers, 

by Jurisdiction, 1999 


Jurisdiction 


Average frequency 


SD* 


British Columbia 


5.1 


5.5 


Alberta 


4.1 


5.2 


Saskatchewan 


8.2 


6.9 


Ontario 


6.3 


6.2 


Quebec 


4.2 


4.9 


New. Brunswick 


3.0 


8.2 


Yukon 


1.7 


1.4 


TOTAL SAMPLE 


5.2 


6.0 


| * SD: Standard deviation. 
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did not belong to any child care organization or association. Overall, when providers did identify an 
affiliation, it was usually with a local community organization. Only 12.1% told us that they belonged 
to the Canadian Child Care Federation, while 2.2% reported membership in the Child Care Advocacy 
Association of Canada. 

British Columbia has funded a network of child care resource and referral (CCRR) programs across the 
province. The provincial government has made specific efforts to publicize these services and to 
encourage providers to use them. For example, providers who belong to a CCRR program are eligible to 
receive $3.00 a day per occupied space, to a maximum of two spaces for each child under age 3. This 
grant is not available to other providers. Ninety-three percent of the British Columbia providers reported 
belonging to a CCRR program. The Ontario government funds 180 child care resource programs across 
the province; 1 however, only 15.4% of Ontario providers in our sample reported belonging to one of these 
programs. 



5.7 Support from Community Services and Programs 

Community resources can provide opportunities to meet other providers, activities for the children, 
information related to child development or the provision of child care, and/or other forms of assistance 





------ — 
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.ii. 


Membership in a 


Child Care Organization, Study 3 Providers, by Jurisdiction, 1999 


Organization 


B.C. 


Alta. 


Sask. 


Ont. 


Que. 


N.B. 


Yukon 


TOTAL 


A local 
caregiver 
network or 
association 
in their 
community 


55.6% 


5.1% 


77.5% 


28.2% 


14.3% 


Nil 


15.4% 


33.3% 


A child care 
resource 
program or 
child care 
resource 
and referral 
program 


93.3 


Nil 


12.5 


15.4 


Nil 


7.7% 


Nil 


23.4 


A provincial 
or territorial 
organization 


35.6 


5.1 


45.0 


5.1 


19.0 


7.7 


46.2 


22.9 


Canadian 
Child Care 
Federation 


24.4 


Nil 


22.5 


2.6 


Nil 


7.7 


46.2 


12.1 


Child Care 
Advocacy 
Association 
of Canada 


Nil 


Nil 


5.0 


Nil 


4.8 


Nil 


7.7 


2.2 


Other 


2.2% 


5.1 


12.5 


10.3 


11.9 


15.4 


7.7 


8.7 


None 


Nil 


84.6% 


7.5% 


59.0% 


54.8% 


61.5% 


30.8 


40.7% 
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Table 5.13 


Use of Community Services by Study 3 Providers, 1999 


Service 


Used at least once 
in the previous 12 months 


Used weekly or monthly 


Opportunities for bulk buying, 
e.g. food, supplies 


57.6% 


38.7% 


Resource library for books or videos 
on child care 


58.5 


36.3 


Telephone support or advice on 
child care matters 


57.2 


30.0 


Toy-lending library 


42.5 


29.1 


Play group 


38.6 


27.0 


Library story hour 


42.4 


24.6 


Other adult/child activities, 
e.g. Gym and Swim 


36.0 


21.2 


Large equipment loans 


28.3 


15.7 


Drop-in for adults and children 


19.7% 


12.8% 



such as equipment loans. We gave the study participants a list of nine community services and programs 
and asked them to tell us the frequency with which they had used each in the previous 12 months (see 
Table 5.13). A follow-up question asked if any services existed in the community, but that the provider 
could not access because of difficulties such as lack of transportation. 

There was considerable variation in the use of the nine community services by providers in the different 
jurisdictions. To some extent, this may reflect variations in the service’s availability; for example, the 
highest proportions of providers who reported using a toy-lending library and/or equipment loans on a 
weekly or monthly basis were in the three agency-model provinces and British Columbia, which has a 
network of CCRR programs. 

Thirty percent of the providers told us that there were services in their community that they would like to 
use but could not. The proportion of providers giving this response varied from 72.7% in the Yukon to 
23.5% in Saskatchewan. The services that providers most frequently identified as being unable to access 
were a drop-in program and the local library, each identified by 36.1% of the study participants. The other 
most frequently identified resources were a play group, 19.7%, and a swim program, 18.0%. Lack of 
transportation was identified as a barrier by 62.9% of those providers having access problems and the cost 
of the program was cited by another 29.0% of this group. 

The very real transportation problems faced by providers are illustrated by the following two responses to 
the question about barriers to their use of existing services: 
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7 enjoy taking the children on outings but / always encounter the problem of 
transportation. / have looked for different options but all of them are too 
costly (e.g. taxi, school bus) or very impractical (city bus , the service is 
inappropriate for my needs ). " 

— Alberta provider 

"The law requires that children be in a car seat which is bracketed in, so with 
5 preschoolers this means / cannot take them ever in a car. The buses in my 
neighbourhood are few and far between and are rarely an option. " 

— Ontario provider 



5.8 Relationship with the Licensing Official or the Agency 

The dual roles of provider of information and enforcer of rules and regulations associated with being a 
government licensing official or an agency home visitor may inhibit some sharing of problems by the 
provider. Nevertheless, someone in this role who can address the challenge of its two contradictory aspects 
may be able to provide significant support. We asked the study participants to tell us the number of visits 
they had received from their home visitor or licensing official in the previous 12 months, and the average 
length of time of a visit (see Tables 5.14 and 5.15). Then we asked the providers to rank the degree to 
which the visits are helpful. 

5.8a Visits from the Government Licensing Official 

As illustrated in Table 5.14, on average providers in British Columbia and the Yukon received the fewest 
visits, and the low standard deviation (SD) indicates that there was little variation from the average 
number. The relatively high SD for New Brunswick indicates greater variation and suggests that some 
providers received more than four or five visits, while others were visited less frequently. 

Providers were asked to indicate on a five-point scale the extent to which they found the home visit 
helpful, with 1 indicating the visit is “not helpful” and 5 indicating that it is “very helpful.” There was 
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Frequency of Visits by Licensing Official in the Four Jurisdictions Where 
Providers Are Individually Licensed, and Average Duration of the Visits, 1999 


Jurisdiction 


Number of visits in 
previous 12 months 


Len 
a visit I 


gth of 
minutes) 




Average 


SD* 


Average 


SD* 


British Columbia 


1.5 


0.9 


45.0 


30.9 


Saskatchewan 


3.6 


2.3 


67.1 


32.4 


New Brunswick 


4.2 


4.9 


72.1 


47.7 


Yukon 


1.2 


0.6 


84.2 


44.4 


All four combined 


2.5 


2.5 


60.8 


37.5 


* SD: Standard deviation. 
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Table 5.15 


Frequency of Visits by Home Visitor in the Three Provinces Using 




an Agency Model, and Average Duration of the Visits, 1999 




Jurisdiction 


Number of visits in 


1 Length of 1 




previous 12 months 


a visit 


minutes) 




Average 


SD* 


Average 


SD* 


Alberta 


12.9 


2.9 


67.0 


20.8 


Ontario 


11.9 


3.4 


63.3 


28.2 


Quebec 


5.1 


3.4 


66.2 


40.0 


All three combined 


9.9 


4.7 


65.5 


29.9 


| * SD: Standard deviation. 



little variation in the average rank of the degree of helpfulness across the four jurisdictions. The average 
score for the total group was 3.5, just over the mid-point on the scale. The highest average was in New 
Brunswick, 3.7, and the lowest in British Columbia and the Yukon, both 3.4. The SD for the total group 
was only 1 .3. 

5.8b Visits from the Agency Home Visitor 

Providers were asked to indicate on a five-point scale the extent to which they found the home visit 
helpful, with 1 indicating the visit is “not helpful” and 5 indicating that it is “very helpful.” Providers in 
Alberta and Ontario rated the visits as providing substantial support, with an average ranking of 4.0 and 
4.2, respectively. Quebec providers gave the visits an average rating of 3.6. 

The agency providers were also asked to tell us the types of assistance they receive through the home 
visits and to identify the assistance they would like to receive through them. The majority of providers, 
86.6%, wrote in that the home visitor provided advice and support during the visit. The next most 
frequently identified type of assistance was the provision of ideas for activities with the children, 24.1%. 



Table 5.16 



Types of Assistance Desired from Home Visitor by Study 3 Providers, by Jurisdiction, 1999 



Desired Assistance 


Alberta 


Ontario 


Quebec 


TOTAL 


More personal support 


9.7% 


14.3% 


39.3% 


20.7% 


Relief (substitute to enable time off) 


9.7 


10.7 


7.1 


9.2 


Ideas for activities 


3.2 


7.1 


17.9 


9.2 


Advice regarding problem situations 


3.2 


3.6 


17.9 


8.0 


Supplies, resource materials 


12.9 


3.6 


3.6 


6.9 


Opportunities for provider socializing 


3.2 


3.6 


0 


2.3 


Other 


6.4% 


3.6% 


0% 


3.4% 
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Nearly a fifth of the providers, 17.9%, identified the assistance given as “monitors for compliance” with 
rules and requirements. Some providers, 13.4%, identified the home visits as the time when they received 
supplies and resource materials. This response was most often given by providers in Alberta, 23.1%, and 
least often by those in Quebec, 2.8%. 

Just over half, 54.0%, of the providers responded to the question about the types of support they would like 
from the home visitor by replying that everything was satisfactory. This response was made most frequently 
in Ontario, 71.4% of the providers. Table 5.16 illustrates the other most frequent responses to this question. 

One provider’s wish list for assistance from her home visitor was: 

"Organized outings, phone lists of other providers, help with emergency doctor 
appointments, craft and story ideas, a provider tea-time with no agency 
business — just down time. " 

— Ontario provider 



5.8c Relationship with the Home Visitor 

The providers were asked to put a check mark beside each of a number of statements that could describe 
their relationship with the home visitor. As indicated by Table 5.17, the responses were very positive. Most 
providers feel that they are respected and supported by their home visitor. Furthermore, the home visitor is 
perceived as understanding and appreciating the challenge of balancing work and family responsibilities 
when providing family child care. Few providers indicated feeling that they were over-supervised or that the 
home visitor was unavailable. No provider put a check mark beside the option, “Is hard to please.” 
Interpretation of these responses must be tempered with the realization that the agency chose the providers it 
would ask to participate in the study, and in many cases the home visitor would have made the choice. 



Table 5.17 



Relationship with Home Visitor Reported by Study 3 Providers, by Jurisdiction, 1999 



Statement 


Alberta 


Ontario 


Quebec 


TOTAL 


Home visitor trusts my judgement 


94.9% 


89.7% 


68.4% 


84.5% 


Home visitor provides support and helpful 
feedback 


97.4 


89.7 


76.3 


87.9 


Home visitor encourages me to try 
new ideas 


82.1% 


69.2 


71.1 


74.1 


Home visitor appreciates the difficulties of 
balancing work and family responsibilities 


84.6% 


76.9 


50.0 


70.7 


Home visitor sets high but realistic 
standards 


46.2 


53.8 


13.2 


37.9 


Home visitor supervises me too closely 


2.6 


5.1 


5.3 


4.3 


Home visitor is unavailable 


2.6 


2.6 


5.3 


3.4 


Home visitor makes me feel inadequate 


0% 


2.6% 


0% 


0.9% 
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5.8d Satisfaction with the Agency 

The providers were asked two questions that would give some indication of their satisfaction with their 
agency. First they were asked to indicate their satisfaction with the support services provided by the 
agency, such as equipment loans. Then they were asked if they expected to be associated with the agency 
in three years’ time. A follow-up question asked the provider to elaborate on her response. 

The question asking about satisfaction with the agency support services required the provider to indicate 
her answer on a five-point scale, with 1 indicating “very dissatisfied” and 5 indicating “very satisfied.” 
The average satisfaction rank for the Quebec providers was 4.0. This was slightly higher than for 
providers in Alberta, 3.7, and a little lower than the Ontario providers’ average rating of 4.2. 

Most of the providers, 72.3%, told us that they expected to be working with the same agency in three 
years’ time. Another 16.8% said that they did not know. The most frequently given reason for continuing 
with the agency, cited by 58.7% of the providers, was that they were “very satisfied.” Another 16.0% of 
the study sample stated that they felt recognized and valued by the agency, while 9.3% cited their good 
relationship with the agency as a reason for continuing with it. 

Among the 10.9% of providers who indicated that they did not expect to continue be with the agency, 
50.0% gave as their reason their plan to change careers. The second most commonly given reason was 
that the provider intended to retire, 16.7% of respondents. 



5.9 Summary 

On average, the study participants were currently providing care for five families; in 65.2% of the cases 
this included providing care for siblings. Almost every provider, 93.5%, reported looking after at least 
one child under age 3. All were providing care for children under age 6, and half of the providers were 
providing care for children over age 6. These statistics illustrate that it is not uncommon for a provider to 
have a group that includes one or more infants or toddlers, a couple of preschoolers, and at least one child 
over age 6. Nearly a fifth of the providers, 1 8.8%, reported caring for at least one child who did not speak 
English (or French for a francophone provider) at home. Fifteen percent provided care for at least one 
child with special needs. Most of the providers, 81 .4%, had two or more children who were in their care 
for more than 40 hours a week. 

The majority of the study participants, 92.2%, told us that they work five days a week. A small proportion, 
6.5%, reported having child care children in their home on Saturday and/or Sunday. The first child was 
reported as arriving before 7:00 a.m. by 17.3% of the providers. A total of 13.4% of the respondents told 
us that they provide care after 6:00 p.m. while 6.1% provide care until after 7:00 p.m. In all, 25.1% of the 
study participants reported that they provide care before 7:00 a.m., and/or after 7:00 p.m., and/or on the 
weekend. On average, the providers reported having at least one child care child in their home for 
50.5 hours a week. They spend an additional 5.8 hours a week when no child care child is present on 
tasks related to their child care program. Most providers, 63.0%, told us they had provided care for 
between 48 and 51 weeks in the past 12 months. An additional 16.1% said they had worked all 52 weeks. 
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Reported vacation days ranged from 19.2 days in Quebec and 16.0 days in British Columbia to 10.0 
days in New Brunswick and 9.0 days in Saskatchewan. The average vacation time for the total group 
was 13.0 days. 

The median fees charged for full-day care by the group as a whole were reported as $20.77 a day for a 
9-month-old infant and $19.35 a day for a 3-year-old child. The average daily fee cited for a 7-year-old 
being looked after for four hours was $12.69. Forty-five percent of providers reported a gross annual 
income between $ 1 5,000 and $24,999 from their child care provision in the previous year. Twelve percent 
had earned between $25,000 and $29,999. Providers spend part of the gross income 
on expenditures related to their child care program. Nearly a third of the study participants, 30.7%, 
estimated having spent between 30% and 44% of their gross income on such expenditures in the 
previous year. An additional 29.8% estimated having spent between 45% and 59% of their gross child 
care income in this fashion. Few of the study participants, 13.5%, relied on the income they had earned 
through the provision of child care to cover 80% or more of their household expenditures. The more 
general situation was that of the 61 .4% who reported that their child care income covered less than 49% 
of the household expenses. 

The majority of providers, whether or not they were affiliated with an agency, had received an 
orientation and sample parent contracts and similar documents. Most agency-affiliated providers, 89.1%, 
had a written contract with the agency and 62.2% had a written job description. Only a third of the 
independently licensed providers and about half of those affiliated with an agency reported that they had 
access to an appeal procedure in situations such as a parent complaint. 

While most providers have their income protected when a child is absent on a temporary basis, almost 
half do not have protection for loss of income when a child is withdrawn from care without notice. An 
even larger proportion, 89.0%, lack protection for loss of income resulting from illness or disability. 

Less than two-thirds reported having liability insurance. 

Most providers, 73.2%, said that they network with other providers on an informal basis, while 47.6% 
reported being part of a formal provider network or association. A small proportion of the study 
participants, 13.4%, said that they do not network with colleagues at all. The average reported frequency 
of contact with other providers for the group as a whole was 5.2 times a month. Forty-one percent of the 
study participants reported that they do not belong to any child care organization. When providers did 
report this type of affiliation, it was generally with a local community organization. Only 12.1% of the 
study participants reported belonging to the Canadian Child Care Federation, while only 2.2% reported 
membership in the Child Care Advocacy Association of Canada. 

Providers were asked about their use of a variety of community resources. Those most often reported as 
used at least monthly were: (1) opportunities for bulk buying, 38.7%; (2) a resource library for books or 
videos on child care, 36.3%; (3) telephone support or advice, 30.0%; and (4) a toy-lending library, 

29. 1 %. Thirty percent of the providers told us there were community services they would like to use but 
could not because of access problems. The most common problems cited were lack of transportation and 
the cost of the service. 
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Finally, we asked the study participants about their relationship with their government licensing official or 
agency home visitor. The average number of licensing-official visits within the previous year was 2.5, 
with an average duration of 60 minutes. Most providers ranked the usefulness of these visits at 3.5 on a 
five-point scale of from 1, “not useful,” to 5, “very useful.” On average, agency affiliated providers 
received 9.9 visits from the home visitor, with each visit lasting an average of 65 minutes. Most providers 
gave these visits a ranking of 4.0, thus indicating a perception that they were useful. The majority of the 
providers also gave a very positive picture of their relationship with the home visitor. As a group, they felt 
the visitor respected them and provided support and assistance. The most frequently cited type of 
additional assistance desired was “more personal support.” 

Nearly three-quarters of the providers, 72.3%, told us that they expected to be working for the same 
agency in three years’ time. Among the 10.9% of people who did not expect to be still affiliated with the 
agency, the most frequent reason was a desire for a career change. 



Note 

1 Childcare Resource and Research Unit 2000, p. 41. 
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Chapter 6 

Descriptive Data on the Quaiity 
of Family Child Care in Canada 

6.1 Introduction 

This chapter presents an overall profile of observed quality in the homes of the 23 1 providers who 
participated in the study. The quality and emotional tone of the interpersonal relationships was measured 
using the Sensitivity, Harshness and Detachment sub-scales of the Caregiver Interaction Scale (CIS). The 
overall quality of the physical environment, the basic care provided and the opportunities for various 
activities were explored using the Family Day Care Rating Scale (FDCRS). Additional information on 
these two instruments is provided in Chapter 3, Section 3.4d. Here, we first report the results of the CIS 
and then the results of the FDCRS. 

The chapter focuses mainly on the mean (average) scores and the standard deviations (variability of 
scores) for the two measures that were used. In it, we present information by the total sample, by 
jurisdiction and by regulatory type (individually licensed or affiliated with an agency). We include 
information about aspects of care on which family child care homes are doing well, and identify areas 
where many homes need improvement. We also present the results of the analyses of correlation 
(association) among the quality measures themselves. 



6.2 The Caregiver Interaction Scale (CIS) 

The CIS scores indicate the frequency with which different kinds of interaction were observed. A provider 
with a high score on the Sensitivity sub-scale is warm, attentive and actively engaged with the children. 
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Table 6.1 


Range and Mean of C/S Sub-Scale Scores, Total Sample, 1999 


Statistic 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


Range 


1.20 - 4.00 


1.00 - 3.67 


1.00-3.00 


Mean 


3.36 


1.26 


1.25 



Someone who scores high on Harshness shows behaviour that is critical and punitive. Detachment refers to 
a low level of interaction, expression of interest and/or supervision, such as the passive watching of the 
children rather than interacting with them. Therefore, high scores on Sensitivity are desirable, while high 
scores on the Harshness and Detachment sub-scales are not. Scores on the sub-scales range from 1.0 to 4.0. 

The scores reported in Table 6. 1 for the sample as a whole indicate high levels of warm, attentive and 
engaged behaviour with children and low levels of harshness and detachment. In Table 6.2, we present the 
scores for each individual jurisdiction. 



Table 6.2 


Range and Mean of C/S Sub-Scale Scores, by Jurisdiction, 1999 


Jurisdiction 


Statistic 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


British Columbia 


Range 


2.00 - 4.00 


1.00 - 3.00 


1.00 - 2.75 


N = 45 


Mean 


3.52 


1.23 


1.07 


Alberta 


Range 


1.90 - 4.00 


1.00 - 2.67 


1.00 - 2.50 


N = 39 


Mean 


3.46 


1.21 


1.31 


Saskatchewan 


Range 


2.70 - 4.00 


1.00 - 2.78 


1.00 - 2.50 


N = 40 


Mean 


3.60 


1.30 


1.22 


Ontario 


Range ~ 


1.20 - 4.00 


1.00-3.67 


1.00 - 3.00 


N = 39 


Mean 


3.16 


1.44 


1.38 


Quebec 


Range 


2.30-3.80 


1.00-2.22 


1.00 - 2.75 


N = 42 


Mean 


3.28 


1.20 


1.22 


New Brunswick 


Range 


2.20 - 4.00 


1.00 - 2.00 


1.00 - 2.25 


N = 13 


Mean 


3.23 


1.23 


1.25 


Yukon 


Range 


1.50 - 3.90 


1.00 - 1.33 


1.00 - 2.25 


N = 13 


Mean 


2.73 


1.05 


1.42 


TOTAL SAMPLE 


1 Range 


1.20 - 4.00 


1.00 - 3.67 


1.00 - 3.00 


N = 231 


Mean 


3.36 


1.26 


1.25 
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Range and Mean of C/S Sub-Scale Scores, by Regulatory Type, 1999 



Regulatory type 


Statistic 


CIS Sensitivity 


CIS Harshness 


CIS Detachment 


Individually licensed 


Range 


1.50-4.00 


1.00 - 3.00 


1.00 - 2.75 


N = 111 


Mean 


3.42 


1.24 


1.19 


Agency-affiliated 


Range 


1.20 - 4.00 


1.00 - 3.66 


1.00 - 3.00 


N = 120 


Mean 


3.30 


1.28 


1.30 



As illustrated in Table 6.3, there were also some differences between the individually licensed group as a 
whole and the group of agency-affiliated providers. As a group, the agency-affiliated providers had 
marginally lower mean Sensitivity scores and marginally higher mean Harshness and Detachment scores. 

6.3 The Family Day Car® Rating Scale (FDCRS) 

The FDCRS is composed of 32 items, each of which is rated on a seven-point scale. According to the 
authors, Total scale scores of 1.0 or 2.0 reflect care that is likely to compromise children’s development 
due to poor physical facilities, inadequate caregiver supervision or undesirable interaction between care 
provider and children, such as harshness. Scores of 3.0 indicate custodial care where the child’s health and 
safety is protected but little stimulation is provided. Homes that obtain scores of 4.0 are providing good 
custodial care and also some stimulation that will support children’s development. 1 A score of 5.0 is 
considered to be the cut-off point between good custodial care and good quality care that not only protects 
health and safety but also includes the deliberate provision of activities that will encourage children’s 
social, language and cognitive development. A score of 7.0 is interpreted as “excellent.” 

The FDCRS Total score (that is, the combined scores from all the items) for the sample of 231 homes was 
4.5. Figure 6. 1 presents a breakdown of the distribution of the FDCRS average Total scores for the whole 
sample. Just over a third of the homes, 36.8%, obtained a score of 5.0 or above, indicating that they not 
only protect health and safety, they also provide activities that stimulate children’s development. An 
additional third, 3 1 .6%, obtained scores between 4.0 and 4.99. These homes provide good custodial care 
and some stimulation. About a quarter of the homes, 23.8%, were providing adequate custodial care, but 
the observed care in the remaining 7.8% of homes was inadequate. 

Table 6.4 presents information on the scores obtained for the Total FDCRS scale and for each of its six 
sub-scales for the sample as a whole and for each jurisdiction (see Appendix I for an overview of each of 
the six sub-scales). The sub-scale scores for the whole sample ranged from 4.0 for Basic Care to a high of 
5.5 for Adult Needs. 

The Adult Needs sub-scale received the highest score (5.5). This sub-scale addresses items such as the 
extent to which the provider balances her caregiving and family responsibilities and takes advantage of 
professional development opportunities. The second highest sub-scale score, 4.7, was obtained on the 



ERJC 



83 



CHAPTER SIX 73 



you bet 



I CARE 



Figure 6.1 



Overall Quality in Family Child Care Homes as 
Measured by the Family Day Care Rating Scale , 1999 




3.0 and 3.99 4.0 and 4.99 5.0 to 5.99 



Language and Reasoning sub-scale, which looks at the provider’s use of informal language and her 
attempts to assist children to understand and use language. 

The lowest score, 4.0, was obtained on the Basic Care sub-scale, which deals with the provisions for 
protecting health and safety, such as handwashing and food-handling practices. Low scores on this sub- 
scale reflect poor handwashing and lack of attention to hygiene when preparing or serving food. Babies 
and infants exposed to this type of care are particularly vulnerable to illness because of their immature 
immune systems. The second lowest sub-scale score for the entire sample was obtained on the Social 
Development sub-scale. This looks at the provider’s methods for guiding children’s behaviour, as well as 
her provision of toys and activities that reflect cultural diversity and do not limit children to traditional 
roles. In our sample, the average score on the item related to cultural awareness and lack of gender 
stereotyping was below 3.0. 

Table 6.4 illustrates considerable variation across the seven jurisdictions. This may be related to factors 
such as differences in the levels and types of support available to providers, and differences in regulatory 
requirements. For example, 93.3% of the study participants in British Columbia reported belonging to a 
child care resource and referral program but none of the providers in Alberta or New Brunswick reported 
belonging to a child care support service (see Table 5.12). Saskatchewan expects licensed family child 
care providers to attend two professional development workshops each year. At the time of data collection, 
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Table 6.4 


Average FDCRS Sub-Scale and Total Scores, by Jurisdiction, 1999 


Jurisdiction 


Statistic 


FDCRS Sub-scale 


FDCRS 

Total 






Space and 


Basic 


Language 


Learning 


Social 


Adult 








Furnishings 


Care 


and Reasoning 


Activities 


Development 


Needs 




B.C 


Mean 


5.4 


5.4 


5.8 


5.4 


5.0 


6.3 


5.5 


N = 45 


SD* 


1.2 


1.0 


1.7 


1.4 


1.1 


1.1 


1.1 


Alberta 


Mean 


4.3 


3.3 


4.3 


4.5 


4.0 


5.5 


4.2 


N = 39 


SD 


1.3 


1.0 


1.5 


1.0 


1.0 


0.9 


0.9 


Sask. 


Mean 


4.6 


3.7 


4.7 


4.6 


4.5 


5.6 


4.5 


N = 40 


SD 


1.0 


1.1 


1.5 


1.0 


0.8 


0.8 


0.8 


Ontario 


Mean 


3.8 


3.2 


4.2 


3.8 


3.9 


5.1 


3.9 


N =39 


SD 


1.3 


1.2 


1.6 


1.2 


1.3 


1.2 


1.1 


Quebec 


Mean 


5.0 


3.9 


4.3 


4.5 


4.4 


5.6 


4.5 


N = 42 


SD 


1.0 


1.0 


1.2 


1.0 


0.9 


0.9 


0.7 


N.B. 


Mean 


4.5 


3.9 


4.7 


4.0 


4.5 


4.3 


4.2 


N = 13 


SD 


1.1 


1.1 


1.4 


1.1 


0.8 


0.8 


0.9 


Yukon 


Mean 


4.7 


4.6 


4.3 


4.7 


4.1 


4.9 


4.6 


N = 13 


SD 


1.3 


1.1 


1.1 


1.0 


1.4 


1.3 


1.0 


TOTAL 


Mean 


4.6 


4.0 


4.7 


4.6 


4.4 


5.5 


4.5 


N = 231 


SD 


1.3 


1.3 


1.6 


1.2 


1.1 


1.1 


1.1 


* SD: Standard deviation. 



the Yukon was the only other jurisdiction in the study that required providers to participate in professional 
development (see Appendix B). 

In addition to the variation in the Total score and the sub-scale scores across jurisdictions illustrated by 
Table 6.4, there was also variation based on regulatory type. Table 6.5 illustrates that, as a group, 
individually licensed providers obtained higher scores than their agency-affiliated colleagues on all the 
sub-scales. The difference is particularly noticeable for the Basic Care and Language and Reasoning sub- 
scales. 



6.4 Individual Items on the FDCRS 

As noted earlier, the lowest average sub-scale score was on Basic Care. Within this sub-scale, average 
scores below 3.0 for the total sample were obtained on the Personal Grooming item and the Safety item. 
Personal grooming looks at provisions and practices associated with handwashing and the children’s 
general appearance; for example, does the provider comb a child’s hair after nap, does she encourage self- 
help by providing a mirror at children’s eye level? The safety item looks for obvious safety problems such 
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Table 6.5 


Average FDCRS Sub-Scale and Total Scores, by Regulatory Type, 1999 


FDCRS Sub-scale 


Statistic 


Individually 
licensed 
(N = 111) 


Agency-affiliated 
(N = 120) 


Space and Furnishings 


Mean 


4.9 


4.4 




SD* 


1.2 


1.3 


Basic Care 


Mean 


4.5 


3.5 




SD 


1.3 


1.1 


Language and Reasoning 


Mean 


5.1 


4.3 




SD 


1.6 


1.4 


Learning Activities 


Mean 


4.9 


4.3 




SD 


1.3 


1.1 


Social Development 


Mean 


4.6 


4.1 




SD 


1.0 


1.1 


Adult Needs 


Mean 


5.7 


5.4 




SD 


1.2 


1.0 


TOTAL SCALE 


Mean 


4.9 


4.2 




Median 


4.9 


4.4 




SD 


1.1 


1.0 


1 * SD: Standard deviation. 



as cleaning materials not being locked up. It also checks safety-related procedures, such as having monthly 
emergency exit practices. 

Average scores of below 3.0 were also obtained on the Child-Related Display, Sand and Water Play, and 
Cultural Awareness items. When scoring the child-related display item, the observer looks for things such as 
provisions for children’s art-work to be displayed and whether children’s pictures are at the children’s eye 
level. The sand and water play item deals with provisions for these types of activities. The cultural awareness 
item goes beyond cultural and racial diversity to look as well for pictures, stories and activities that have 
males and females doing similar activities, rather than those traditionally associated with their gender. 



6.5 Reasons for Optimism, Reasons for Concern 

The CIS scores indicate high levels of warm, attentive and engaged provider interaction with children, and 
low levels of harshness or detachment. These CIS scores, along with the FDCRS scores, indicate that 
physically safe environments with caring, supportive adults are the norm in the majority of homes. In 
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addition, 36.8% of the sample are providing activities that stimulate children’s social, language and 
cognitive development. However, our finding that almost two-thirds of the homes were not providing care 
that stimulates children’s development is of concern since this situation represents thousands of lost 
opportunities to maximize early childhood development. Of even greater concern is that small proportion 
of homes, 7.8%, where the observed level of basic care was rated as inadequate. 



6.6 intercorreiations among Quality Measures 

How consistent are the FDCRS and the three CIS scales in measuring child care quality? The FDCRS 
measures a wide range of factors in the home environment that are important for health and safety, and 
captures the extent to which materials, activities and interactions promote language development and 
learning. It also includes some items that asses the emotional tone of provider-child interactions. The CIS 
focuses specifically on the interaction between provider and child. We therefore wondered how often high 
scores on the FDCRS and its individual sub-scales matched with CIS ratings indicating high sensitivity 
and little harshness or detachment. 

As shown in Table 6.6, there were significant positive correlations between the FDCRS Total scores and 
its respective sub-scales. In addition, FDCRS Total scores and all the sub-scale scores also correlated 
positively with the CIS Sensitivity score. These data indicate that family child care providers in homes 
with higher levels of overall quality engaged in more sensitive caregiving. Similarly, higher FDCRS Total 
and sub-scale scores were associated with lower levels of CIS Harshness and Detachment. More sensitive 





Table 6.6 






FDCRS and CIS Correlations, 1999 


Scale/sub-scale 


FDCRS Total 


CIS Sensitivity 


CIS Harshness 


CIS Detachment 


FDCRS Total 


1.000 


.62** 


-.43** 


-.55** 


FDCRS Space and Furnishings 
sub-scale 


.84** 


.43** 


-.31** 


-.38** 


FDCRS Basic Care sub-scale 


.81** 


.40** 


-.29** 


-.45** 


FDCRS Language and 
Reasoning sub-scale 


. 86 ** 


.64** 


-.40* 


-.51** 


FDCRS Learning Activities 
sub-scale 


.92** 


.54** 


-.39** 


-.47** 


FDCRS Social Development 
sub-scale 


.75** 


.73** 


-.47** 


-.62** 


FDCRS Adult Needs sub-scale 


.63** 


.44** 


-.26* 


-.40** 


C/S Sensitivity 


.62** 


1.000 


- 49 ** 


-.69** 


C/S Harshness 


-.43** 


-.49** 


1.000 


.38** 


C/S Detachment 


-.55** 


-.69** 


.38** 


1.000 


Note: * = p < .05; ** = p < .01. 
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care providers were less likely to be engaged in harsh or detached caregiving. Similarly, higher FDCRS 
Total and sub-scale scores were associated with lower levels of harsh or detached caregiving. Providers 
who had higher total quality scores on the FDCRS were observed to be providing more sensitive 
caregiving. Providers with lower quality scores on the FDCRS were less likely to have high scores on the 
Sensitivity scale and displayed somewhat more detached and harsh caregiving. Higher levels of harshness 
were also positively correlated with higher levels of detachment (that is, low levels of involvement with 
the children). 



6.7 The Findings from Previous Research 

6.7a Canadian Research 

The companion study from the You Bet I Care! project. Caring and Learning Environments: Quality in 
Child Care Centres Across Canada, 2 also used the CIS and the two centre-based equivalents of the 
FDCRS — the Infant /Toddler Environment Rating Scale (ITERS) 2 and the Early Childhood Environment 
Rating Scale-Revised (ECERS-R). 4 Table 6.7 compares the findings from these two studies. The 
observations in both studies were carried out in the same six provinces and the Yukon. However, there 
were slight differences between the two studies in the procedures used to obtain the sample. 

As illustrated in Table 6.7, the overall quality of the setting was highest in preschool rooms, followed by 
family child care homes. Adult sensitivity was highest in family child care homes. 



Table 6.7 


Comparison of the Overall Profile of Child Care Centres and Family j 


j Child Care Homes in Canada, 


YBIC! Study 2 and Study 3 






Study 2, 1998 


Study 3, 1999 


Study setting 


Infant/toddler rooms 


Preschool rooms 


Homes 


Sample size 


• 115 


211 


231 


Mean Total ITERS , 
ECERS-R or FDCRS 


4.4 


4.7 


4.5 


score 








Mean Total score 
distribution: 

- Below 3.0 


7.8% 


7.1% 


7.8% 


- Between 3.0 and 4.9 


63.5% 


48.5% 


55.4% 


- 5.0 or above 


28.7% 


44.3% 


36.8% 


CIS Sensitivity 


3.28 


3.25 


3.36 


CIS Harshness 


1.14 


1.28 


1.26 


CIS Detachment 


1.41 


1.38 


1.25 


1 Source: Goelman et al. 2000. 
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Table 6.8 



Comparison of Mean Total DCHERS Scores Obtained in Previous Studies 
with the 1999 FDCRS Mean Total Scores for the Same Provinces 



Study characteristics 


British Columbia 


British Columbia 


Ontario 




Victoria 

Study 


YBIC! 
Study 3 


Vancouver 

Study 


YBIC! 
Study 3 


Ontario 

study 


YBIC! 
Study 3 


Date 


1983-85 


1999 


1987 


1999 


1984-5 


• 1999 


Sample size 


24 


45 


28 


45 


157 


39 


Total score 


3.4 


5.5 


5.3 


5.5 


5.0 


3.9 


Sources: The Victoria Study, Coelman and Pence 1987; The Vancouver Study, Coelman and Pence 1991; Ontario study. Pepper and Stuart 1992. 



The FDCRS is a revision of a previous scale with very similar items that was known as the Day Care Home 
Environment Rating Scale (DCHERS)} This scale was used in two earlier studies in British Columbia and 
one in Ontario. While the 1999 You Bet I Care! Study 3 used the FDCRS, and differing sampling techniques 
were used across the three earlier provincial studies, comparison of these data with those of the current study 
can be useful. 

The difference in mean FDCRS Total score between the two earliest British Columbia studies is striking. 

Both studies were carried out in the same province during the 1980s and were conducted in homes operating 
under the same provincial government regulations. However, there were two significant differences between 
the two samples. The Vancouver group was recruited through a variety of means, including membership 
lists from a family child care association. Such membership suggests a level of commitment to the field 
and ongoing opportunities to network with other providers. The Vancouver sample also included a number 
of participants who had completed a brief course specific to family child care offered by a Vancouver 
community college. 6 The Victoria sample was obtained through lists provided by the government licensing 
authority. 7 Providers in this sample did not have the same easy access to a family child care college course as 
their Vancouver colleagues. The striking difference in the mean FDCRS Total scores between the two groups 
may reflect differences in the proportion of participants with some training related to family child care and/or 
the proportion of providers who were affiliated with a provider network or association. 

The 1999 Total score for the Ontario participants in the current study is substantially below that reported 
from research conducted in 1984-85. Both samples came from southern Ontario. In both cases, agency names 
were identified through lists provided by the provincial licensing authority and the agency was asked to 
identify providers willing to participate. Differences in samples and procedures severely limit any kind of 
causal interpretation of the differences in scores between 1984-85 and 1999. However, as context, it is 
interesting to note that the apparent decline in FDCRS scores in Ontario occurred in a period during which 
funding for community support services in general has declined, including services that might be used by 
providers to supplement those obtained through the agency. 

6.7b American Research 

The largest American study to use the FDCRS also used the CIS. The 1 1 2 regulated family child care 
providers in the American study had an average mean FDCRS Total score of 3. 92, 8 in contrast to the mean 
of 4.54 obtained by the participants in the present study. A higher proportion of the American providers than 
those in our sample obtained scores below 3.0 on the FDCRS , signifying inadequate care, or between 3.0 and 
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Table 6.9 


Comparison of the Profile of Overall Quality in Two Studies 




Kontos et al. 1995 


YB/C! Study 3 


Date of data collection 


1992 


1999 


Sample Size 


112* 


231 


Total FDCRS score 


3.92 


4.54 


FDCRS score distribution: 








- Below 3.0 


13% 




7.8% 


- Between 3.00 and 4.99 


75% 




55.4% 


- 5.0 or above 


12% 




36.8% 


CIS scores: 








Sensitivity 


3.03 




3.36 


Harshness 


1.58 




1.26 


Detachment 


1.46 




1.25 


Source: Kontos et al. 1995. 








| * Although this study also included a sample of unregulated providers, all the findings cited are solely for the group that 


was regulated. 



5.0, signifying custodial care. On the CIS, the American providers obtained mean scores of 3.03 on 
Sensitivity, 1 .58 on Harshness and 1 .46 on Detachment. The mean Sensitivity score for providers in our 
study was 3.36, while their mean scores on Harshness and Detachment were 1.26 and 1.25, respectively. 

In comparison to the American providers, the people in our sample were providing care that was more 
sensitive and less harsh or detached. Its overall quality, as measured by the FDCRS, was also better. 

6.8 Summary 

The data reported in this chapter replicate, confirm and extend descriptive data reported in previous family 
child care research. The chapter provides a profile of quality in family child care and illustrates its 
variation across jurisdictions. It also identifies some of the areas where substantial numbers of providers 
do not meet the requirements for good practice — for example, in basic hygiene. Of particular concern is 
the finding that only 4 out of 10 providers in our sample were providing the type of care that would 
stimulate children’s development. Instead, the majority were providing good custodial care. 



Notes 

1 Clifford, Harms and Cryer 1991. 

2 Goelman et al. 2000. 

3 Harms and Clifford 1990. 

4 Harms, Clifford and Cryer 1998. 

5 Harms, Clifford and Padan-Belkin 1983. 

6 Pence and Goelman 1991. 

7 Goelman and Pence 1988. 

8 Kontos et al. 1995. 
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Chapter 7 

What Correlates with 
Quality in Family Child Care? 

7.1 Introduction 

Previous chapters have described the personal, educational and experiential backgrounds of the providers 
in this study, their caregiving practices, the children they care for and their feelings about their work. The 
context in which regulated family child care provision takes place has also been described. This chapter 
goes beyond simply describing these variables to attempt to identify which of the variables are 
significantly correlated (associated) with the measures of process quality used in this study: the Family 
Day Care Rating Scale ( FDCRS) and the Caregiver Interaction Scale {CIS). 

i 

The key question addressed in this chapter is: To what extent is process quality, as measured by the 
FDCRS and the CIS ' associated with: (1) the characteristics of the children being cared for; (2) the 
characteristics of the provider; and/or (3) contextual variables such as working conditions and the 
availability of supports in the community? Variables were selected for closer examination on the basis of 
the review of the literature cited in Appendix C and on questions related to current regulations and 
policies pertaining to family child care in different jurisdictions. 



7.2 Issues in Presenting and Interpreting the Research 
Results 

The data from the present study represent a rich and extensive set of information, the most comprehensive 
ever collected on family child care homes in Canada. Some limitations do exist, however, in presenting 
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and interpreting these findings. First, there are limits to the number of variables that any one study can 
examine while still being manageable; in this, the first large-scale study of family child care providers in 
Canada that included measures of observed quality, we focused primarily on those variables that we 
believed were likely to be the most important. Second, our findings are based on a sample of providers 
drawn from specifically targetted communities, not from a random sample of either communities or family 
child care homes. Given the variability and diversity of child care across Canada, the claim cannot be 
made that the participating providers are representative of all regulated providers in Canada. Third, the 
analyses presented here are based on one extended observation in the family child care home; this means 
that the observations that produced the FDCRS scores and CIS ratings of provider sensitivity, harshness 
and detachment reflect that particular time sample. 



7.3 The Number and Ages of Children in the Observed 
Family Child Care Home 

As shown in Table 7.1, child care quality was not significantly correlated with either the total number of 
children present or the adulf.child ratio in the observed family child care home. The number of the 
providers’ own children (in the 37.0% of homes where the provider’s children were present) was slightly 
negatively correlated with the CIS Sensitivity score. 

While the number of children was not correlated with quality, the number of caregivers present in the 
home was. The presence of another adult correlated positively with FDCRS Total scores and with sub- 
scale scores on furnishings and basic care. Thirteen percent of providers had another caregiver present 
whom they described as a regular assistant or substitute. This was most common in Quebec (40.5%) and 
British Columbia (15.6%). Both these jurisdictions, as well as the Yukon, permit a larger number of 
children to be cared for when the provider has an assistant. 

The age of the youngest child present had the strongest association with observed quality among those 
variables discussed in this section. There are two issues about age: (1) the age of the youngest child 
present, whatever that age might be; and (2) whether a child was present who was under age 1 8 months. 



Table 7.1 


FDCRS and C/S Correlations with Observed Variables, 1999 


Observed variables 


FDCRS Total 


C/5 Sensitivity 


C/5 Harshness 


C/5 Detachment 


Number of children present $ 


-.05 


-.08 


-.05 


.06 


Observed adult: child ratio 


-.12 


-.10 


.03 


.11 


Number of provider's children 
present 


-.06 


-.14* 


.02 


.11 


Number of caregivers present 


.14** 


.03 


-.12 


-.07 


Age of youngest child present 


.20** 


.16* 


-.12 


-.14* 


Youngest child <18 months 


-.20** 


-.17** 


.20** 


-.10 


Note: t Includes own children as well as child care children; * = p< .05; ** = p< .01 . 
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Table 7.2 . • 


FDCRS and CIS Correlations with Provider's Overall Educational 
Background and Experience as a Child Care Provider, 1999 


Provider's education and 
child care experience 


FDCRS Total 


CIS Sensitivity 


CIS Harshness 


CIS Detachment 


Highest level of overall 
education 


.30** 


.18** 


-.16* 


-.07 


Years as a regulated provider 


-.04 


.09 


.09 


.02 


Years as an unregulated 
provider 


-.18** 


-.08 


.08 


.14* 


Years worked in a child care 
centre 


.18** 


.08 


-.10 


-.10 


Note: * = p< .05; ** = p< .01. | 



The older the youngest child present, the higher the FDCRS Total score, the higher the CIS Sensitivity 
score and the lower the CIS Detachment score. The presence of a child under age 1 8 months was 
negatively correlated with the FDCRS Total score. The 95 providers (41.1%) who had a child younger 
than 1 8 months in their home when they were observed had an average FDCRS Total score of 4.3. The 
other 136 providers (59.5%) who had no children present under the age of 18 months had an average Total 
score of 4.7. The presence of a child under age 1 8 months was also associated with caregiving that was 
less sensitive and more harsh. 



7.4 Providers' Demographic Characteristics, Overall 
Educational Background and Prior Child Care 
Experience 

None of the demographic factors (provider’s age, marital status, or the number and age of children living 
at home) was related to any aspect of observed quality. However, the provider’s educational background 
and aspects of her experience as a provider were strongly related to quality scores. 

Of all the variables in our study, the highest level of overall education attained by the provider had one 
of the strongest positive correlations with process quality. Educational attainment (in any field) was 
significantly correlated at the .01 level with FDCRS Total scores and scores obtained for each sub-scale. 
Providers with a higher educational background demonstrated more sensitive and less harsh caregiving as 
well. 

Table 7.3 illustrates the different average FDCRS Total scores obtained by groups of providers with 
different levels of overall education. Of the 102 providers who had completed a college or university 
program, 61 (59.8%) had done so in early childhood education, child development or a related field. 
Other providers had post-secondary education in a range of areas, including music, secretarial studies 
and business administration. 
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Table 7.3 


Average FDCRS Total Scores, by Educational Attainment, 1999 


Educational attainment 


Average FDCRS Total Score 


SD* 


Some high school (N = 19) 


4.13 


0.79 


High-school diploma (N = 60) 


4.22 


1.04 


Some post-secondary education (N = 49) 


4.39 


1.13 


College diploma (N = 73) 


4.83 


0.99 


University degree (N = 29) 


5.09 


0.96 


| * SO: Standard deviation. 



Contrary to expectations, providers’ length of time as regulated providers (either individually licensed or 
agency-affiliated) was not correlated with FDCRS scores or with any of the CIS scales. This may reflect 
less variability among the providers in this study or suggest that other factors related to length of time as 
a regulated provider operate in ways that reduce its association with process quality. What emerged far 
more clearly is that length of time as an unregulated family child care provider was negatively correlated 
with FDCRS Total scores and with most of its sub-scores. As illustrated in Table 7.2, providers who had 
spent longer as an unregulated family child care provider also displayed more detached behaviour in 
interactions with the children. These findings on length of time as an unregulated provider point to the 
importance of encouraging providers to become regulated. As discussed in Chapter 9, being regulated 
increases the likelihood of access to training and other provider supports. 

Finally, we note that years spent as a teacher or assistant in a child care centre was positively correlated 
with FDCRS Total scores (see Table 7.2) and with scores on sub-scales measuring Furnishings, 

Language and Reasoning, and Learning Activities. The 1 10 providers in our sample who had previously 
worked in a child care centre tended to have had at least some post-secondary education in ECCE or a 
related area, including some who transferred from centre care to home child care when they had their 
own children. 



7.5 The Provider's Child Care-Specific Education, 
Training and Professional Development 

Table 7.4 reveals significant correlations between observed quality and both ECCE-related education and 
family child care-specific training. 

As illustrated in Table 7.5, there was a direct relationship between the mean FDCRS Total score and the 
amount of ECCE-related education the provider had completed. The difference in the FDCRS score 
between the group of providers without any ECCE-related courses and those with at least some ECCE- 
related courses was significant at the .005 level. 
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Table 7.4 


FDCRS and C/S Correlations with Provider's Child Care-Specific 
Educational Background, Family Child Care Training and 
Participation in Professional Development Activities, 1999 


Provider's child care 
education, training, 
professional development 


FDCRS Total 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


Highest ECCE-related 
education completed 


.29** 


.10 


-.16* 


-.06 


Has taken Family Child 
Care Training 


.20** 


.09 


-.10 


-.04 


Participated in professional 
development activities in 
the last 3 years 


.21** 


.17* 


-.06 


-.18* 


Note: * = p< .05; ** = p< .01. | 



Table 7.5 






FDCRS Correlation with Provider's ECCE-Related Education, 1999 




Provider's ECCE-related education 


Average FDCRS Total score 


SD* 


None (N = 133) 


4.29 


1.08 


Some courses, including a certificate or diploma 
requiring less than 2 years (N = 51) 


4.79 


0.95 


2-year credential or higher (N = 47) 


4.99 


0.98 


* SD: Standard deviation. 







Post-secondary education in ECCE or a related field is not the only route to process quality (see Table 
7.4). Completion of a formal family child care training program (such as Step Ahead , Good Beginnings or 
a course approved by the Quebec government) was associated with quality scores on the FDCRS (but not 
with any of the observational assessments of caregiver-child interaction). Participation in professional 
development activities such as courses, workshops and conferences was also associated with quality — in 
this case, with both FDCRS Total scores and its sub-scale scores, and with higher scores on the CIS 
Sensitivity scale and lower ratings of the frequency of detached, unresponsive care. 



7.6 The Adult Work Environment 

Extensive information was collected about the number and ages of children enrolled in the provider’s 
home, how long they had been in her care, the days and hours that providers worked, conditions of 
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payment and annual child care income (see Chapter 5). No pattern of relationships emerged in the total 
number of children enrolled, the number or percentage of children under age 3, age 6 or older, or the age 
range of children included. No correlation was found between observed quality and the number of 
children who were in care for 40 or more hours per week. (This may be due to limited variability among 
our sample providers.) While providers who cared for one or more children who had been with them for 
a relatively long time (several years) scored higher on observed Sensitivity, there was no correlation 
between the number of children who left care in the past 12 months and any aspect of care that was 
observed in the study. 

Table 7.6 identifies the correlations that were found with providers’ workload, child care income, payment 
arrangements and fees charged. Several points are worth noting about the correlations in Table 7.6. First, 
while total contact hours with children was not correlated with quality, the providers’ report of the number 
of extra (that is, unpaid) hours spent in shopping, cooking, cleaning, book-keeping, planning and 
materials/activities preparation was positively correlated with observed quality. Gross 1998 child care 
income was positively correlated with FDCRS Total scores and with more sensitive care and less detach- 
ment. The number of vacation days, compensation for additional hours and charging a higher daily fee 
were all positively correlated with FDCRS Total scores and with most FDCRS sub-scale scores. In short, 
providers who reported better working conditions (with the exception of a higher number of unpaid child 
care hours) were observed to provide better care. The positive correlation between observed quality and 
the number of unpaid hours, which would appear to be a negative working condition, may reflect the 
provider’s commitment and the extra effort needed to provide better quality care. 



Table 7.6 


FDCRS and CIS Correlations with Aspects of Providers' 
Workload, Remuneration and Working Conditions, 1999 


Aspects of providers' 
workload, remuneration 
and working conditions 


FDCRS Total 


CIS Sensitivity 


CIS Harshness 


CIS Detachment 


Total weekly contact hours 
with family child care children 


.02 


.05 


.00 


.02 


Additional unpaid hours 
related to family child care 


.23** 


.05 


-.03 


-.09 


Gross child care income (1998) 


.30** 


.18** 


-.13 


-.17** 


Number of vacation days taken 


.16* 


.09 


-.04 


.00 


Payment when children are 
absent, for holidays, 
compensation for overtime, 
or early withdrawal from care 


.14* 


.07 


-.02 


-.12 


Daily fee charged for a 
3-year-old, full-time 


.33** 


.00 


-.05 


-.13 


J Note: * = p< .05; ** = p< .01. 
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7.7 Supervision and Support, the Provider's Affiliation 
with Organizations and Networks, and Use of 
Community Supports 

Providers affiliated with family child care agencies were asked about the frequency and duration of home 
visits, the kinds of assistance given by home visitors, how helpful providers thought their home visitors 
were, and the degree to which they felt supported and trusted. Descriptive information on these 
relationships was provided in Chapter 5. None of the variables relating to support and supervision from 
home visitors was correlated with FDCRS Total scores or scores on the three CIS scales. 

A more limited set of questions was asked of individually licensed providers: these were on frequency 
and duration of licensing visits and the degree to which those visits were perceived as helpful. Among 
individually licensed providers, the number of licensing visits was negatively correlated with FDCRS 
Total scores (r = -.22*) and with scores on the Basic Care sub-scale (r = -.40**). Higher quality scores 
were associated with fewer, not more, visits by licensing officials. This suggests that unless practice 
dictates otherwise, licensing officials are priorizing whom they visit, seeing providers who demonstrate 
higher quality, especially on health and safety concerns, less often. While that may be efficient, the data 
give other indications that individually licensed providers may feel more isolated, and that licensing 
inspection visits are an important potential source of support. 





Table 7.7 






FDCRS and C/S Correlations with Providers' Networking, Affiliation 
with Local Associations and Family Child Care Organizations, 
and Use of Community Resources, 1999 


Providers' networking, 
affiliations and community 
resource use 


FDCRS Total 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


Network with other providers 
through an organized 
association 


.21** 


.14* 


.00 


-.14* 


Network informally 


.15* 


.10 


-.04 


-.08 


Member of a local FCC 
organization, network, or 
Child Care Resource Program 


.24** 


.21** 


.07 


-.19** 


Member of a provincial/ 
territorial (family) child care 
association 


.21** 


.04 


-.06 


.01 


Use of community resources 
related to children 


.11 


.09 


.08 


.05 


Use of community resources 
that support caregivers 


.14* 


.02 


.08 


.00 


Note: * = p <.05; " = p <.01. 
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As illustrated in Table 7.7, we found a far more significant set of relationships when we examined 
providers’ networking with other family child care providers, their contacts with family child care 
resource programs or associations, and their use of caregiver supports in their local community. 

Involvement with local networks of providers and local organizations that offer information and 
support to family child care providers, as well as the use of community-based resources such as toy- 
lending libraries, telephone support and bulk buying opportunities, are positively correlated with 
FDCRS Total scores and with more sensitive caregiving. Affiliation with a provincial/territorial or 
national child care association and the use of community resources that support caregivers was 
associated with higher FDCRS Total scores, but had no observable relationship to sensitivity in 
provider-child interactions. 



7.8 The Provider's Perspectives, Motivation and 
Evidence of Intentionality 

"You must really love being with children — not just abstractly like kids , 
but enjoy talking , playing with , and caring for them." 

— A British Columbia provider 

"Think of child care as a career — not just a stop-gap until a better job 
comes along. Realize the value of the service you provide." 

— Another British Columbia provider 



Our final section of correlations indicates the importance of the relationship between providers’ 
feelings and observations of quality. The term “intentionality” 1 has been used to refer to that 
combination of a provider’s feelings about children, belief that child care is important work, and 
commitment to providing child care as a career, not just a temporary job. As noted in Chapter 2, 
Section 2.3, intentionality manifests itself in purposeful planning of activities for the children, in 
actively seeking and building mutual-support relationships with other providers, and in seeking out 
opportunities to learn more about children and how they develop. 2 The concept of intentionality is 
gaining increased attention because of its influence on care providers’ behaviour with children and its 
suspected importance as a predictor of turnover (see Appendix C). 

Table 7.8 illustrates those indicators of intentionality that we found to be correlated with process 
quality as measured by the FDCRS Total score and, in some cases, one or two of the CIS sub-scale 
scores. The indicators as a group illustrate the importance for quality of: (1) the provider having a real 
liking for children and enjoying working with them; (2) her perception of the work as making a 
valuable contribution; and (3) her commitment to family child care as a career. For example, providers 
whose advice to a friend considering starting family child care included statements such as, “You must 
really love children,” “Appreciate the value of this work,” and “It takes commitment,” had higher 
FDCRS Total and higher CIS Sensitivity scores. 
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Table 7.8 


FDCRS and C/S Correlations with Indicators of Intentionality, 1999 


Indicators of intentionality 


FDCRS Total 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


Advice to a friend thinking 
of becoming a provider: 
Comments related to really 
loving children and/or being 
commited to child care as a 
career 


.16* 


.20** 


-.10 


-.11 


Advice to a friend: Comments 
related to appreciating the 
value of this work to children 
and families 


15* 


.18* 


-.07 


-.15* 


Reason provider gave for 
deciding to become licensed 
or affiliated with an agency: 
"To demonstrate to parents 
that my care meets standards 
of quality," "To be more 
professional" 


.23** 


.07 


.01 


-.09 


Positive aspects of being a 
provider: Comments related 
to enjoying working with 
children and/or contributing 
to their development 


.17* 


.13 


-.08 


-.11 


Positive response to being 
asked if she expected to be 
providing family child care in 
three years, and reason is 
related to enjoyment of the 
work and/or it is her chosen 
occupation 


.13* 


.01 


.07 


-.12 


Positive response to being 
asked if she were choosing 
a career now, would she 
choose family child care, 
and reason is related to 
enjoyment of the work 
and/or it is her chosen 
occupation; would choose 
child care again 


15* 


.03 


-.11 


-.06 


Note: * = P < 05; ** = p <.01. | 
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7.9 Summary 

The correlates of observed quality, as assessed by the FDCRS and the CIS instruments, include: 

• the provider’s highest level of overall education; 

• whether the provider has ECCE-related or family child care-specific education; 

• the provider’s previous type of experience in child care provision; 

• the age of the youngest child present; 

• annual income from child care provision; and 

• certain working conditions. 

In addition, the providers’ own reasons for being licensed/affi bated with an agency and several indications 
of provider commitment to, and enjoyment of, family child care work also appear to be associated with 
observed aspects of quality care for children. The fact that neither observed group size nor ratio nor the 
age mix of children enrolled was associated with observed quality in this study does not mean that these 
factors are unimportant for quality provision. Instead, it appears that current regulations and provider 
practices are enabling providers to function within a range of comfort and effectiveness so that quality is 
not compromised, in most cases, when the maximum group size and ratio set within provincial/territorial 
regulations are observed. 

Notes 

1 Galinsky et al. 1994; Kyle 1999. 

2 Galinsky et al. 1994. 
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Chapter 8 

Predictors of Quality 
in Family Child Care 

8.1 Introduction 

Chapter 6 presented the descriptive findings from the observations conducted in the homes of the 23 1 
Study 3 participants. Chapter 7 identified those variables that are most closely associated or correlated 
with quality. As descriptive information , the analyses in Chapters 6 and 7 tell us what we actually found in 
the family child care homes where the data were collected. In Chapter 8 we move ahead and address the 
following key question: “Of all the variables in this study, which are the most important predictors of 
family child care quality?” That is, if we only knew a few important pieces of information about a family 
child care home, could we accurately predict the quality of that home? The statistical analyses reported in 
this chapter identify not only the particular variables that are the most powerful predictors of quality, but 
also how well those variables work in combination to predict process quality scores. 



8.2 Predicting Process Quality 

We used two different but complementary statistical analyses, both of which are designed to tell us how 
well we can predict differences in providers’ overall quality as measured by scores obtained on the Family 
Day Care Rating Scale (FDCRS). First, we present the results of a technique — discriminant function 
analysis — that contrasts the 25% of providers with the highest FDCRS Total scores with the 25% of 
providers who obtained the lowest FDCRS Total scores. Our purpose in making this comparison was to 
answer the question: “What are the variables that discriminate most strongly between the highest and 
lowest quality homes in our sample?” 
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The second statistical procedure we used to identify the predictors of quality — stepwise multiple 
regression — made use of the data from all the providers in our sample. In this case, our purpose was to 
answer the question: “Do those variables identified when we contrast providers receiving the highest and 
the lowest scores, also predict quality for the entire sample?” 

The process quality measure used in both analyses was providers’ FDCRS Total score. The CIS scores of 
providers’ observed sensitivity, harshness and detachment were not used for two reasons. The first is that, 
of the three CIS scales, only the ratings on Sensitivity generated a range of scores sufficient to make these 
analyses feasible; incidents of harsh and punitive responses to children and observations of providers 
being detached and unconcerned were relatively rare in this sample. The second reason is that, as illus- 
trated in Table 6.6, the CIS Sensitivity scores were highly correlated with the FDCRS Total scores; it 
would be unlikely, therefore, that predictors would emerge that are very different from those evident in the 
more rigorous analyses conducted on the FDCRS scores. 



8.3 What Accounts for Differences Between Homes with 
the Highest and the Lowest Quality Scores? 

Discriminant function analysis belongs to a family of statistical procedures that are used to determine the 
most accurate way of predicting membership in discrete groups. It has been widely used in large-scale 
epidemiological studies that attempt to predict, for example, which individuals are likely to manifest 
certain diseases, based on specific information such as age and medical history, or which children do well 
or poorly in different kinds of educational settings or with different kinds of instructional approaches. 

The basic statistical question addressed by this procedure is this: “In comparing high- and low-quality 
family child care homes, how accurately can we predict on the basis of a few specific variables whether a 
certain provider will be in one group or the other?” Since the decision involves a choice between only two 
options, we should always have a 50% chance of being right. By knowing more about the provider, how 
well can we improve on the 50% chance level of guessing which group she is in? 

8.3a Method 

All providers in the study were first ranked from lowest to highest according to their FDCRS Total scores. 
In our sample, providers obtained scores on the FDCRS that ranged from 1 .37 (inadequate) to 6.84 
(excellent). The top 25% of all 23 1 family child care homes in this study (the top quartile) had FDCRS 
scores of 5.34 or above, a score that places these providers in the good to excellent range. Providers with 
scores in this category are described by the scale’s authors as having acquired ratings indicative of positive 
interaction, planning and personalized care, and the availability of good materials. 1 The quality of care 
they provide goes beyond meeting children’s needs for basic, nurturing care, to care that fosters children’s 
total development. Providers in the bottom 25% of all family child care homes (the bottom quartile) had 
scores of 3.80 or below. These 58 individuals included 18 whose scores were below 3.0, and 40 who were 
at the low end of what researchers variously refer to as minimally adequate or mediocre care — care that 
is custodial and inadequate for fostering children’s social, language and cognitive development. Providers 
in the middle range (the second and third quartiles) were not included in the discriminant analysis. They 
had scores in the respective ranges of 3.81 to 4.56, and 4.57 to 5.33. 

Table 8.1 shows the distribution of providers in each of the four quartiles for each of the jurisdictions in 
the study. 
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Table 8.1 


| Distribution of Providers in Four Quartiles on the Basis 




| of FDCRS Total Scores, 


by Jurisdiction, 1999 






Jurisdiction 


Statistic 


Bottom 


Second 


Third 


Top 


Total 






quartile 


quartile 


quartile 


quartile 








(1.37-3.80) 


(3.81 - 4.56) 


(4.57 - 5.33) 


(5.34 -6.84) 




B.C. 


Number 


4 


6 


4 


31 


45 




Row % 


8.9% 


13.3% 


8.9% 


68.9% 


100.0% 


Alberta 


Number 


15 


9 


10 


5 


39 




Row % 


38.5% 


23.1% 


25.6% 


12.8% 


100.0% 


Sask. 


Number 


7 


16 


10 


7 


40 




Row % 


17.5% 


40.0% 


25.0% 


17.5% 


100.0% 


Ontario 


Number 


17 


11 


7 


4 


39 




Row % 


43.6% 


28.2% 


17.9% 


10.3% 


100.0% 


Quebec 


Number 


7 


12 


17 


6 


42 




Row % 


16.7% 


28.6% 


40.5% 


14.3% 


100.0% 


N.B. 


Number 


5 


2 


4 


2 


13 




Row % 


38.5% 


15.4% 


30.8% 


15.4% 


100.0% 


Yukon 


Number 


3 


2 


6 


2 


13 




Row % 


23.1% 


15.4% 


46.2% 


15.4% 


100.0% 


TOTAL SAMPLE 


Number 


58 


58 


58 


57 


231 




Row % 


25.0% 


25.0% 


25.0% 


25.0% 


100.0% 


Note: Shaded cells identify circumstances that include more than a third of the providers in the province or territory and constitute the predominant 
quartile in each jurisdiction. 



Based on the correlational analyses presented earlier and on the research literature, we identified a set 
of 30 possible predictor variables from the questionnaire completed by the provider and from the 
observational data. These potential predictors encompassed five dimensions: (1) structural aspects of 
quality — e.g., number of children being cared for, age of the youngest child present when the observation 
was done; (2) provider characteristics — e.g., highest level of general education attained, number of years 
the person had worked as an unregulated provider; (3) variables that reflected the quality of the adult work 
environment — e.g., number of hours per week spent in child care-related tasks when no child care 
children are present, child care income; (4) contextual influences related to providers’ access to, and use 
of, a range of caregiving supports, and (5) indicators of providers’ feelings and intentionality related to 
their work. (See Appendix J for the full list of variables included as potential predictors.) Our question 
was: “Which of these variables most effectively discriminate between providers in the top and bottom 
quartiles, based on their FDCRS scores?” 

The discriminant function analysis procedure identifies variables that differentiate between the two 
groups, and is then used to assess how effectively those variables, when weighted according to specific 
statistical equations, can correctly predict membership in each group. 2 For example, two variables (such as 
highest level of education completed in any subject area, and highest level of ECCE-related education) 
may each distinguish between providers in the top and bottom quality quartiles, but may be highly 
correlated with each other. In such a situation, the discriminant function procedure selects the stronger of 
the two predictor variables, rather than both variables. In other words, it selects the variable that makes the 
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most difference statistically in contrasting the top and bottom quality groups on the basis of associated 
FDCRS scores. It then adds the next variable that can make an independent contribution that distinguishes 
between the high- and low-quality groups. 

8.3b Results of the Discriminant Function Analyses 

The discriminant function analysis resulted in the identification of six key variables that most effectively 
discriminate between providers in the top and bottom quartiles, based on their FDCRS scores. These 
variables are listed below. The numbers in parentheses after each variable indicate the relative predictive 
power of each, with the largest number signifying the most powerful predictor. The six variables, in order 
of their predictive power, are: 

1 . The highest level of education attained by the provider in any subject (.70). 

2. Whether the provider has completed a formal family child care-specific training course (.51). 

3. Whether the provider networks with other providers through an organized association or provider 
network (.45). 

4. The provider’s gross income realized from her family child care work in the previous year (.36). 

5. The age of the youngest child present when the observations were made (the presence of an infant or 
young toddler was more frequently associated with lower FDCRS scores) (.35). 

6. The provider states that she expects to continue providing care for another three years, enjoys the 
work, and is committed to family child care as a career (.32). 

On the basis of these findings, w'e can conclude that providers who received the highest scores on the 
FDCRS — those in the good to excellent range — are much more likely to have a higher general level of 
education than providers in the bottom quartile. They are more likely to have completed a family child 
care training course and to network with other providers through a formal providers’ network, local family 
child care organization or a child care resource program. Providers in the top quartile are also likely to 
have earned more money from their child cafe work in the previous year. They were less likely to have a 
very young child (an infant or young toddler) present when observations took place. Finally, providers in 
the highest quartile were more likely to voice their commitment to, and enjoyment of, their work than 
were providers in the lowest quartile. Table 8.2 shows the differences between the top and bottom quartile 
groups on these specific variables. 

The discriminant function analysis not only identifies those individual variables that are most effective in 
discriminating between the two groups; the analysis also determines what happens when all six variables 
are known for a given family child care home. On a chance basis alone, we could correctly identify a 
home as belonging to either the highest or lowest quartile 50.0% of the time, even though we know 
nothing about the provider or the ages of the children receiving care. If we knew the information on all six 
variables for a given child care situation, we would be able to improve the likelihood of a correct 
prediction from 50.0% to 80.9% of the time. This indicates that the six variables identified by the 
procedure are very effective predictors of process quality. 

8.4 Predicting Across the Full Range of Quality Scores 

The discriminant function analysis described in the previous section identified six key variables that are 
able to classify correctly 80.9% of the providers as being in either the top or the bottom quartile of quality 
scores. In this section, we present the results of a complementary statistical procedure that addresses the 
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Table 8.2 


Comparison of Providers in the Top and Bottom Quartiles of FDCRS Total Scores, 1999 


Provider Characteristics 


Bottom quartile 


Top quartile 




(j FDCRS < 3.80) 


l FDCRS > 5.34) 


Highest completed level of education: 






- Some high school 


12% 


0% 


- High-school diploma 


35% 


12% 


- Some college or university 


28% 


23% 


- College certificate or diploma 


18% 


40% 


- University degree 


7% 


25% 


Has taken a family child care-specific training course 


28.0% 


56.1% 


Networks with other providers through an organized 


34.5% 


68.4% 


association / provider network 






1998 Gross child care income: 






- Less than $10,000 


26.3% 


7.0% 


-$10,000 -$19,999 


42.2% 


26.3% 


- $20,000 - $24,999 


15.8% 


26.3% 


- $25,000 - $29,999 


7.0% 


14.0% 


- $30,000 and above 


8.8% 


26.3% 


Age of youngest child present when observations 






were made: 






- Under 12 months 


20.7% 


10.5% 


- 12 - 17.5 months 


32.8% 


17.5% 


- 18 - 23.5 months 


17.2% 


17.5% 


- 24 - 35.5 months 


24.1% 


36.8% 


- 36 months or older 


5.2% 


17.5% 


Type of reason given for continuing to provide family child 


50.0% 


69.2% 


care for the next 3 years: 1 love it! It's my chosen career. 







question: “How well can certain variables in our study, acting together, predict the relative ordering of all 
the providers in our sample on the basis of their FDCRS scores?” The procedure used in this section is 
called stepwise multiple regression. It is widely used by social scientists who are interested in studying 
how multiple influences affect some particular outcome, such as self-esteem or perceived quality of life. 
The final “pool” of variables used in the multiple regression consisted of the same 30 variables used in the 
discriminant function analysis (see Appendix J). 

The 12 predictor variables that emerged from the multiple regression procedure included six that were 
the same or very similar to the six variables identified in the discriminant function analyses. Thus, as 
illustrated in Table 8.3, the multiple regression analyses confirmed that the six variables that were able to 
classify correctly 80.9% of providers as being in either the top or bottom quartile of the quality scores 
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were also important for predicting the relative ordering of all providers, based on their FDCRS Total 
scores. In addition, as also illustrated in Table 8.3, six new variables emerged. The variables in boldface 
in the two columns of Table 8.3 are those that were the same or similar across both procedures. The 
non-boldface variables are the six new variables that emerged when we sought to predict quality across 
the full sample. 

Acting together, the 12 variables identified through the stepwise multiple regression resulted in a multiple 
correlation of .62 and accounted for more than 35% of the variance in FDCRS scores. The proportion of 
explained variance is very high relative to the 10-15% usually found in social science research and is 
statistically significant at less than the .0001 level. In non-statistical terms, this statement means that the 
12 predictors, working together, explained 35% of the full 100% of reasons for the scores of the providers 
in our sample. Statistically speaking, there is less than one chance in 10,000 that these significant variables 
would be selected on a purely chance or random basis. 



8.5 Strategic Policy Probe 

Both of the statistical procedures identified three predictor variables related to the education, training 
and professional affiliation of the provider. These variables are: (1) having completed at least some 
post-secondary ECCE courses; (2) the completion of a formal family child care-specific training program; 
and (3) the provider is affiliated with a local family child care association or child care resource program. 
All three of these variables can be influenced by government action. In this section we examine the effects 
on quality when providers have one, two or three of these variables in different combinations. 

Table 8.4 indicates that the mean FDCRS Total score for providers with all three variables differed 
significantly from the score obtained by providers: 

* with family child care-specific training only; 

* with some ECCE courses and family child care-specific training; 

* with only an affiliation with a local family child care association or child care resource program; and 

* without any ECCE courses or training or an affiliation. 

The findings reported in Table 8.4 indicate that an affiliation with a local child care association and/or a 
child care resource program, and having either ECCE courses or family child care-specific training, results 
in significantly higher FDCRS scores than those obtained by people who have no affiliation, and no ECCE 
courses or family child care training. While having only some ECCE courses also has a positive effect, the 
value of this is boosted when the individual has an affiliation, probably because this provides 
opportunities for networking with others, information and professional development activities. 



8.6 Summary 

Statistical procedures identified a number of variables that were predictors of quality, as measured by the 
FDCRS. A set of six predictors was able to classify correctly 80.9% of providers as being in either the top 
or bottom quartile of quality scores, and the same variables were found to be important for predicting the 
relative ordering of all providers on the basis of their FDCRS scores. These six variables were: 



96 CHAPTER EIGHT 



11 2 



you 



I CARE 



Table 8.3 


Predictors of Process Qualify, 1999 


Dimension 


Variables that distinguish 
top and bottom quartiles 


Variables that predict quality 
across the full sample 


Structural aspects 


Age of the youngest child present 
when the observation took place 


Age of the youngest child present 
when the observation took place 


Provider characteristics 


The highest level of formal education 
completed in any subject** 

Provider has completed family 
child care-specrfic training 


The highest level of ECCE-related 
education completed 

Provider has completed family child 
care-specific training 

Years worked as an unregulated 
provider 

Years worked in a child care centre 


Adult work environment 


Gross child care income received in 
previous year 


Gross child care income received 
in previous year 

Number of non-contact hours spent 
on paperwork, preparing activities, 
etc. (more hours associated with 
higher FDCRS score) 


Context 


Provider networks with other family 
child care providers through a local 
organized association or provider 
network 


Number of local child care 
associations or organizations 
provider is associated with 


Provider feelings about 
family child care work 


Provider states that she expects to 
continue providing care for another 
three years, enjoys the work, is 
committed to family child care as a career 


Provider states that she would 
choose family child care as a career 
again because she enjoys the work, 
sees it as her chosen occupation 

Provider states that she became 
regulated to demonstrate that her 
care meets standards and/or to be 
more professional 

Advice to a friend would be: Be sure 
that this is what you want to do; 
research it; know yourself; must 
love this work 

One of the three most negative 
aspects of being a family child care 
provider is: Being alone most of the 
time; full responsibility for the 
children 


Notes: Boldface identifies variables that were the same or similar across both procedures. 

** Providers' highest level of education in any subject and highest level of ECCE-related education overlapped to a large extent {r = .60). Of the 102 providers 
who had completed a college or university program, 59.8% had received a credential in ECCE or a related discipline. 
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Table 8.4 


Comparison of Providers with Different Combinations of: Some ECCE Courses, 
Having Completed Family Child Care-Specific Training, and Affiliation, 1999 


Variables 


Number and 
percent of providers 
(Total = 231) 


Average FDCRS 
Total score 


ECCE, plus training, plus affiliation 


21 (9.1%) 


5.39 


Training plus affiliation 


26(11.3%) 


4.98 


ECCE plus affiliation 


27(11.7%) 


4.86 


ECCE only 


33(14.3%) 


4.81 


Training only 


29(12.6%) 


4.45* 


ECCE plus training 


17 (7.4%) 


4.44* 


Affiliation only 


30 (13.0%) 


4.27* 


No ECCE, no training, no affiliation 


48 (20.8%) 


3.83* 


Note: * = £ <.05 where compared with providers having the combination of ECCE, plus training, plus affiliation. Percentages do not add to 100% due to 
rounding. 



1 . The highest level of formal education completed by the provider in any subject (among the 102 
providers who had completed a college or university program, 6 1 had done so in ECCE or a related 
subject). 

2. Whether the provider has completed formal family child care-specific training. 

3. Whether the provider networks with other providers through a local organized family child care 
association or provider network and/or is a member of a local child care resource program. 

4. The provider’s gross income from child care provision in the previous year (those with higher 
incomes tended to obtain higher FDCRS scores). 

5. The age of the youngest child present when the observation was done (the FDCRS score tended to be 
lower when an infant or young toddler was present). 

6. The provider’s feelings about family child care work, including her enjoyment of the work and 
commitment to family child care as a career. 

Additional analyses indicated that having either family child care-specific training or at least some ECCE 
courses plus affiliation with a local family child care association or a child care resource program, results 
in FDCRS scores significantly higher than those obtained by people who do not have an affiliation and do 
not have either training or ECCE courses. 



Notes 

1 Clifford, Harms and Cryer 1991. 

2 Tabachnick and Fidell 1996. 
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Chapter 9 

Summary and 
Recommendations 

9.1 Introduction 

This report discusses the findings of the largest, most systematic and most multi-jurisdictional 
Canadian study to have addressed the relationships between family child care quality and: (1) provider 
characteristics and attitudes about family child care provision; (2) income levels and working conditions; 
and (3) the provider’s use of support services such as child care resource programs, networking with other 
providers and professional development opportunities. The findings are used to discuss what is needed to 
improve the stability and support the quality of the family child care system across Canada, and to make 
recommendations. 



9.2 Quality Child Care: A Crucial Component in 
Addressing Broad Societal Goals 

The evidence from the neurosciences, from developmental psychology and from paediatrics is powerful — 
the early years of development, particularly prior to age 6, form the basis for the competencies and coping 
skills that will be required throughout life. 1 The evidence is also clear that “learning in the early years 
must be based on quality, developmental ly-attuned interactions with primary caregivers and opportunities 
for play-based problem-solving with other children that stimulates brain development.” 2 
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Quality child care is recognized as a crucial component in addressing broad societal goals by people in 
education, 3 by economists 4 and by other groups not ordinarily involved in child care issues. The National 
Forum on Health, comprising authorities from the medical community, has stated that, “The negative 
effects of poor quality child care and the positive effects of high quality child care have an impact on 
children regardless of social class. Access to affordable, high quality child care should be accessible to 
all.” 5 Similarly, the National Crime Prevention Council has noted that high-quality child care assists 
children to learn social skills, to combat their aggressive tendencies, and to respect authority. The Council 
concluded that quality child care services are an important delinquency prevention initiative that should be 
available to all children. 6 In a 1999 report, the National Council of Welfare notes that children are poor 
because their families are poor, and improving family income — for example, by enabling parents to work 
— is the only way to address children’s poverty. The report states that, “Any social policy that is serious 
about supporting children and families must have child care at its centre. Good child care makes an 
enormous difference to the ability of poor families to find and keep jobs.” 7 



9.3 Family Child Care: A Vital Part of the Child Care 
System 

Statistics from the National Longitudinal Survey of Children and Youth indicate that in 1996, family child 
care was the primary out-of-home, non-relative care used by approximately 390,200 children under age 6 
and another 246,400 age 6-1 1 while their parents engaged in the paid workforce or studied. Fifty-six 
percent of the children under age 6, and 51.1% of those age 6-11 who were receiving out-of-home child 
care on a regular basis received this in a family child care home. 8 Given the number of young children 
spending a substantial proportion of each day in family child care, and the strong evidence of the 
importance of young children’s daily experiences, the quality of these settings should be a major concern 
for parents, politicians, policy analysts and children’s advocates. 



9.4 Regulated Family Child Care Quality in Canada 

Major strengths of the study on which this report is based are its systematic and standardized use of 
questionnaires, observations and training procedures to examine quality, and its examination of the 
influence on quality of a wide range of variables. The data analyses went beyond simple identification of 
associations between quality and variables such as provider characteristics, to identify those key variables 
that predict the quality of children’s experience in family child care. 

9.4a Reasons for Optimism 

The Caregiver Interaction Scale (CIS) scores indicate the frequency with which different kinds of 
interactions were observed. A provider with a high score on Sensitivity is warm, attentive and actively 
engaged with the children. Someone who scores high on Harshness shows behaviour that is critical and 
punitive. Detachment refers to a low level of interaction, expression of interest and/or supervision, such as 
passively watching the children instead of interacting with them. Therefore, high scores on the Sensitivity 
sub-scale are desirable, while high scores on the Harshness and Detachment sub-scales are not. The scores 
in this study ranged from 1.0 to 4.0 on the three sub-scales. 
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Table 9.1 


CIS Scores, Total Study 3 Sample, 


1999 




Statistic 


C/S Sensitivity 


C/S Harshness 


C/S Detachment 


Range 


1.20 - 4.00 


1.00 - 3.67 


1.00 - 3.00 


Mean 


3.36 


1.26 


1.25 



The scores on the CIS illustrated in Table 9.1 reflect high levels of warm, attentive and engaged behaviour 
with children, and low levels of harshness or detachment. The CIS scores, along with scores from the 
Family Day Care Rating Scale (FDCRS) reported in the following section, indicate that physically safe 
environments with caring, supportive adults are the norm in the majority of homes. Thus, our findings 
suggest that most children in regulated family child care are in situations that meet their basic needs 
for physical and emotional safety. As indicated by the FDCRS , over a third of the family child care 
providers, 36.8%, were also providing activities that stimulate children’s social, language and cognitive 
development, thereby setting the stage for school readiness. The existence of a cadre of providers who are 
warm, sensitive and responsive, with an additional 36.8% providing care that was also of a calibre that 
would stimulate and encourage development, is reason for optimism. It indicates a solid base upon which 
to build a family child care system that supports and fosters children’s early development. 

9.4b Reasons for Concern 

Despite the encouraging data from the CIS , the results from the FDCRS are cause for concern. The 
FDCRS has 32 items, each of which is scored on a seven-point scale. These scores are used to determine a 
Total score that can range between 1 .0 and 7.0. According to the authors of the FDCRS , Total scores of 3.0 
or below indicate inadequate to minimal custodial care where little stimulation is provided. Homes that 
obtain a score of 4.0 are providing good custodial care and some stimulating activities. 9 A score of 5.0 is 
considered to be the cut-off between good custodial care and care that not only protects health and safety 
but also provides activities that stimulate children’s development. A score of 7.0 indicates excellent care, 
where the adult not only provides activities that stimulate development, but specifically plans for 
children’s individual learning needs. 

The average Total score obtained by the sample as a whole was 4.5; the proportion of providers obtaining 
Total scores at each level was: 

• below 3.0 — 7.8%; 

• between 3.0 and 3.99 — 23.8%; 

• between 4.0 and 4.99 — 31.6%; 

• between 5.0 and 5.99 — 26.8%; 

• 6.0 or higher — 10.0%. 

Nearly two-thirds of the homes, 63.2%, obtained a score below 5.0. This included about a third, 31.6%, 
that obtained scores between 4.0 and 4.9, and 7.8% where the observed care was at a level considered 
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inadequate. In summary, only just over a third of the providers in our sample, 36.8%, were providing 
care that would stimulate and encourage children’s development. This represents thousands of lost 
opportunities to maximize early child development, a situation that, as discussed below, reflects the failure 
to provide adequate support to family child care provision as an important part of a comprehensive quality 
child care system. 

The FDCRS findings are of concern for a number of reasons. First, it is simply unacceptable to have 
inadequate to mediocre levels of quality in a large proportion of settings providing care for children during 
their most vulnerable and developmentally sensitive years. As a society, we owe it to our children to give 
all of them the best possible start in life. In so-doing, we also increase the probability that they will grow 
up to be self-confident, competent adults. Second, there is reason to suspect that the providers in our 
sample had somewhat higher levels of formal education and were more self-confident than providers in 
general. All the participants volunteered and, as noted by other researchers, people who volunteer to 
participate in this type of research tend to be more highly educated and more interested in the issue being 
addressed. 10 Thus, given the likelihood that the providers in our sample were among the “cream of the 
crop” — which was characterized by inadequate to mediocre levels of quality — our findings raise even 
more concern about those providers who did not participate in the study. Third, the findings from previous 
research have identified many of the contributors to family child care quality. However, with variations 
across jurisdictions, policy and practice have not capitalized on this knowledge. For example, several 
studies have documented an association between higher levels of quality and providers who have 
specialized training related to family child care, yet only four jurisdictions 11 have policies or regulations 
requiring family child care providers to complete a training course within a given period after starting to 
provide care. The report of the findings from the Family Day Care Training Project 12 identified major 
availability and accessibility barriers to training across the country. Our findings document the results of 
our failure to act upon what we already knew. 

Having noted the reasons for concern, we also want to state that: 

We firmly believe that family child care quality in Canada can be supported 
and enhanced through systematic implementation of coherent and 
coordinated policies and practices. Getting from "here" to "there" is do-able 
given public commitment and political will. 

In Section 9.7, we discuss the implications of our findings and present our recommendations for 
remedying the current situation. 



9.5 Predictors of Quality: A Dynamic Interaction of 
Different Variables 

The statistical analyses of the data collected identified a set of variables which, taken together, can 
indicate the quality of family child care providers and homes with convincing statistical accuracy. In all of 
the analyses it was very clear that “good things go together.” Family child care quality is the result of a 
dynamic interaction of different kinds of variables. These include, but are not limited to: 
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• provider characteristics — for example, whether the individual has completed a family child care- 
specific training course, the provider’s attitude towards her work; 

• the adult work environment — for example, remuneration levels, whether the provider is caring for an 
infant or young toddler; and 

• the level and types of support available to, and used by, the provider. 

All the providers in our study were regulated, so we were unable to explore the effect of regulation on 
quality; several other studies have done so, however, and report that regulation is associated with higher 
ratings of family child care quality. 13 It is thus evident that regulation is another important variable and as 
such it will be discussed below. 

Table 9.2 summarizes the findings reported in Chapters 7 and 8. As the table illustrates, several of the 
variables found to correlate with high levels of provider sensitivity with children were also found to be 
predictors of FDCRS Total scores. However, the presence of a child under the age of 18 months in the 
home at the time of observation was associated with lower levels of provider sensitivity and predicted 
lower scores on the FDCRS. 

It should be noted that the highest level of general education and completion of a post-secondary ECCE or 
related program was highly correlated in our sample (r = .60). As a result, in many cases quality was 



Table 9.2 






Summary of Significant Correlations between High Provider Sensitivity Score and 


Various Variables, and the Variables that Predict Higher FDCRS Total Scores, 1999 


Variable 


Correlates 


Predictor 




with degree 


higher FDCRS 




of Sensitivity 


Total score 


Provider's highest level of general education (of the 102 providers 
who had completed a college or university program, 59.8% had 
done so in ECCE, child development or a related field) 


✓ 


✓ 


Provider networks with other providers through an organized 
association or provider network 


✓ 


✓ 


Gross income realized from family child care work 


✓ 


✓ 


Provider has completed a formal family child care-specific training 
course 




✓ 


Provider is a member of a local family child care organization or 
a child care resource program 


✓ 




Provider likes her work and is committed to it as a chosen career 




✓ 


Provider had participated in professional development within 
the previous three years 


✓ 
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influenced by a combination of a higher level of general education and having ECCE-related education, 
not just the provider’s level of general education acting in isolation. 



9.6 Major Issues in Family Child Care 

9.6a Inadequate Infrastructure 

Family child care is used for a substantial number of young children while their parents work or study and 
is the preferred choice of some parents. It must be acknowledged and supported as a vital component of a 
comprehensive system that promotes early childhood development and supports parents. This requires an 
appropriate infrastructure of policies, programs and government funding in addition to parent fees, that 
will ensure the stability and quality of family child care across Canada. As discussed later in this chapter, 
the current minimal supports in most jurisdictions and little public funding perpetuate the low income 
levels and the recruitment difficulties and high turnover 14 that threaten the viability of family child care as 
a service option. This, in turn, threatens the stability of children’s placements and thus their feelings of 
security. 



" Compared to 10 years ago , home child care is really starting to show the 
chronic under funding . Since 1991 1 have had one raise of approximately 
$60 a year on a home with five kids. We used to have monthly craft and idea 
booklets as well as supplies. My home visitor now has an annual craft budget 
of $200 for 25 providers. / spent $800 on toys and crafts for myself last year I 
The training has also dropped off and we are now charged for it. The saying is 
true, it isn't the government who provides daycare subsidy for parents, it is 
the daycare workers who are working for low wages!" 

— Ontario provider 



The negative effects of the chronic underfunding of child care, both on the parents and children who need 
this service and on the people who provide it, has been documented previously. 15 In a recent proposed 
model framework for early childhood development services within the National Children’s Agenda, Ken 
Battle and Sherri Torjman of the Caledon Institute of Social Policy suggest that over a five-year period: 

• The federal government contribute $500 million towards the expansion and further development of 
early childhood services for the first year, and an additional $500 million each year thereafter on an 
accumulating basis for a cumulative total of $7.5 billion over five years. This money should be divided 
among the provinces and territories according to a formula based on population growth and economic 
need. 

• Similar provincial/territorial contributions derived from a combination of sources should be added to the 
federal contribution. 16 

9.6b Most Providers Are Unregulated 

The Child Care Sector Study estimated that in 1994/95, only 8.8% of Canada’s family child care providers 
were regulated. 17 Estimates of child care use patterns from the National Longitudinal Survey of Children 
and Youth suggest that in 1996, approximately 75% of children under age 6 receiving family child care 
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were in unregulated arrangements. 18 While the quality of unregulated homes may be excellent in some 
cases, the fact remains that they do not have to meet basic health and safety standards and are not 
monitored by anyone other than the parents. While our study did not explore the effect of regulation on 
quality, other research has done so. Studies in both Canada 19 and the United States 20 have found that 
while the quality of care is variable across both regulated and unregulated homes, regulated providers as 
a group are generally rated as providing higher quality care on standardized measures. As discussed in 
more detail later, current government policies and practices not only fail to provide incentives for 
becoming regulated, they actually result in disincentives. Furthermore, the sometimes lower fees in the 
unregulated sector, where homes do not have to meet standards, act as an incentive for parents to use 
unregulated care, especially if they cannot obtain a fee subsidy. 

9.6c Children Are Safe and Nurtured, but May Not Receive Adequate Stimulation 

Recent studies on brain functioning confirm the importance for young children’s optimal development of 
both: (1) sensitive, responsive care and (2) opportunities for exploration and play-based problem solving 
with other children. 21 Our findings indicate that physically and emotionally safe environments are the 
norm in Canada’s family child care homes. However, in many cases, the children do not receive adequate 
opportunities to develop their language and cognitive skills. We believe that this situation is a direct 
reflection of the inadequate provision of training and professional development opportunities and other 
supports for family child care providers in many parts of Canada. 



9.7 Recommendations 

Collectively, the variables in Table 9.2, and the association of poorer quality with the presence of a child 
under age 1 8 months, can be organized into five separate but related categories: 

1 . Provider preparation (general education, family child care-specific training, professional development 
activities). 

2. Infrastructure (family child care associations, child care resource programs). 

3. Income realized from child care provision. 

4. The characteristics of the children receiving care. 

5. Provider “intentionality” — a term that encompasses factors such as making a conscious choice to 
provide family child care rather than engage in another form of work, and a commitment to family 
child care as a long-term career. 

To make recommendations we will use these five categories. While they serve as a tidy way to organize a 
discussion about what is required to enhance family child care quality and improve its stability, we again 
remind the reader that quality is the result of the dynamic interaction among variables. There is no “quick 
fix” — improvements in family child care will depend upon addressing the complex interaction among 
variables, not just addressing one or two of them. Although our study did not explore the effect of regula- 
tion, we know from previous research that regulation is an important building block for quality; so we will 
start with a recommendation in this area. 
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9.7a Regulation 

Regulation establishes a framework for quality through setting basic health and safety standards, limiting 
the number and age mix of children present at any one time, and providing monitoring by an outside 
person. In so doing, it increases the likelihood of a safe physical and emotional environment for the 
children. Regulation can serve as a vehicle for directly or indirectly accessing training, consultation and 
other support services: directly, through a family child care agency in jurisdictions using this model; 
indirectly, when government licensing officials provide individually licensed providers with information 
about sources of training and support. As noted in Chapter 8, we found that the longer a person had 
worked as an unregulated provider before becoming regulated, the more likely they would be to obtain a 
low FDCRS Total score. Attracting potential or currently unregulated family child care providers into the 
regulated system is an important first step towards enhancing the quality of family child care in Canada. 

ISSUES 

1. The Ease of Opening an Unregulated Home 

Anyone can legally operate a family child care home without becoming a regulated provider, as long as 
they do not exceed the number of children permitted by the provincial/territorial legislation in their 
jurisdiction. 

2. Lack of Incentives and the Presence of a Disincentive to Becoming Regulated 

In Canada, there are three incentives to become regulated; in each case, however, policies or practices in 
one or more jurisdictions undermine their effectiveness. The potential incentives are: (1) access to children 
whose parents are eligible for a fee subsidy; (2) being permitted to care for more children than an 
unregulated provider, with a resultant potential for higher income; and (3) access to training and other 
supports. The incentive of access to children whose parents are receiving a government fee subsidy is lost 
when a jurisdiction, such as British Columbia or the Northwest Territories, 22 permits fee subsidies to be 
used in unregulated homes in any situation. Similarly, the incentive becomes weaker when a government, 
such as Ontario, permits fee subsidies to be used in unregulated homes by people in job training programs. 

Over a third of the providers in our study, 35.5%, identified the ability to care for more children as one of 
the main reasons they joined the regulated system. Five jurisdictions permit fewer children in unregulated 
homes; 23 the others, with the exception of Ontario, permit the same number of children in both situations. 
Ontario permits no more than five, excluding the provider’s own in the unregulated sector, but only five, 
including the provider’s own under age 6, in regulated homes. 24 In family child care, income increases 
with each additional child for whom care is provided. The exclusion of the provider’s own children under 
age 6 from the total permitted number in the unregulated sector in Ontario means that an Ontario provider 
with young children can earn more in the unregulated sector. 

Access to training and supports was identified as one of the major reasons for becoming affiliated with an 
agency by 50% of the agency providers in our study. However, agency directors in both Alberta and 
Ontario told us that they were having to cut back on, and/or charge for, supports such as training because 
of inadequate operating budgets and their inability to charge higher fees and still keep spaces filled. 25 At 
the same time, providers in both Alberta and Ontario reported that they could obtain higher fees from 
private placements than for children placed by the agency. This fact may be a disincentive to remaining 
regulated if a provider cannot access supports through the agency that are not otherwise available, or has 
to pay for them. 
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The main disincentive to becoming regulated is the expenditure incurred as a result. Providers, when they 
apply for regulation, usually incur costs connected with upgrading their home/buying equipment in order 
to meet regulatory standards — for example, having to fence an unfenced garden. They also incur annual 
expenses in order to maintain their home and equipment/materials at the level required by the regulations. 
Only three jurisdictions that license providers individually offer start-up grants. 26 Start-up assistance 
might theoretically be available through agencies in the five provinces using this model; however, 
respondents to the agency questionnaire indicated that their operating funds were severely limited. 27 
Annual equipment or operating grants for individually licensed providers are also available in only some 
jurisdictions using this regulatory approach (see Table l.l). 28 Again, agencies do not have the funds to 
provide annual financial assistance for needed repairs and replacement of toys and equipment. 

REQUIREMENTS 

In a situation with few incentives to become regulated, a strategy is needed to entice providers into the 
regulated sector. Making it illegal to care for more than a certain number of unrelated children would 
simply drive many providers underground, thereby eliminating their access to support services from 
agencies and child care resource programs. Therefore, instead of recommending that all family child care 
providers must be regulated, we are recommending a series of steps that will make regulation attractive by, 
for example, increasing income potential and providing financial recognition of the start-up and annual 
costs associated with meeting regulatory standards. We also urge that use of fee subsidies be restricted to 
regulated homes, except in very small or isolated communities where no regulated home exists and 
regulation is not practical. Not only would this provide an incentive to become regulated, it also provides 
more accountability for the use of public funds. We also urge that the number of children permitted in an 
unregulated home be reduced to no more than four, including the provider’s own under age 6, with a 
maximum of two children under the age of 2, as is currently the case in Manitoba. 29 

Unrealistic standards would also be a disincentive to becoming regulated. Family child care is a unique 
entity that serves as an alternative to centre-based care. Many parents prefer family child care, especially 
for infants and toddlers, because they value the home-like environment and feel that, for young children, it 
provides more continuity with the child’s home. 30 Family child care providers also value the home-like 
environment that they can offer. 31 Regulations must recognize the unique aspects of family child care or 
risk changing the nature of the service and those aspects that parents and providers most appreciate. It is 
also important for monitoring to be respectful of the provider’s privacy and that of her family, and to strike 
a balance between the provider’s autonomy and what is desirable for protecting children. We urge 
governments to consult with, and include, people from the family child care sector when reviewing and 
developing regulations and policies on family child care. 



Recommendation 1 

Starting immediately, all jurisdictions must examine their existing policies and practices to 
identify those that act as disincentives for family child care providers to join the regulated system. 
Policies and practices that act as disincentives must be changed. In addition, all jurisdictions must 
also immediately begin work on the development and implementation of policies and practices 
that will encourage family child care providers to join and remain in the regulated system, 
including the implementation of our Recommendations 7 and 8. 
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Expanding the supply of high-quality regulated family child care homes is a key policy tool for supporting 
children’s development and assisting parents to assure their family’s economic security and, hence, the 
quality of their children’s lives. Few jurisdictions currently have any recruitment strategy, tending 
instead to rely on potential providers to seek regulation. While we expect that implementation of our 
Recommendations 7, 8 and 13 would assist in making family child care a more appealing occupation, 
there is also a need for governments to undertake and/or fund active efforts to recruit providers through 
outreach campaigns and other means. 



9.7b Provider Preparation 

Having discussed regulation, we now move to the first category of variables identified in Table 9.2 — 
provider preparation. The provision of care for a group of unrelated children, care that not only provides a 
physically and emotionally safe environment but also supports and encourages their development, is a 
skilled occupation. As with other skilled occupations, doing it well requires a repertoire of knowledge and 
skills. While some of these can be attained through experience, such as in caring for one’s own children, 
our research and that of others attests to the value of family child care-specific training and on-going 
professional development opportunities. Training assists the provider to understand and anticipate 
children’s needs, to provide developmentally appropriate and stimulating activities, to access information 
and to solve problems. There is also some evidence that training assists the provider to cope with the 
stressors associated with the work. 32 

ISSUES 

1. Current Regulatory Expectations 

At its most basic, quality care requires protecting children’s health and safety and the ability to respond 
to emergencies. Most jurisdictions require regulated providers to have a first aid certificate prior to 
starting to provide care, or to obtain one within six months. Some provinces, however, do not have this 
requirement. At the present time, only four jurisdictions require regulated providers to take family child 
care-related training within a set period of time after starting to provide care. Annual involvement in 
professional development is a policy expectation but not a regulation in three provinces (see Appendix B). 
We believe that regulated providers must be required to have a first aid certificate before beginning to 
provide care, to take a basic family child care-related course within the first year, and to engage in 
professional development each year thereafter in order to be exposed to new information and keep 
themselves informed about current thinking on best practice. 

2. Barriers to Obtaining Training and Engaging in Professional Development 

The National Family Day Care Training Project obtained information from 145 family child care 
providers across the country, in 17 provider focus groups, about how they had trained themselves and their 
experiences with various training opportunities. It also obtained information from more than 150 trainers, 
parents who use family child care, advocates and researchers through other focus groups and interviews. 
These data were supplemented by a national survey of 259 organizations that offer training or learning 
opportunities for family child care providers. In its synthesis report, 33 the Project identifies the following 
barriers to training/learning opportunities faced by providers: (1) availability; (2) accessibility; (3) the 
provider’s inability to obtain recognition for prior learning or experience; and (4) lack of materials in the 
provider’s mother tongue. Family child care agencies and organizations providing training and/or 
professional development opportunities reported barriers such as lack of financial resources to cover 
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training costs. As a result, they can only offer learning opportunities on a cost-recovery basis. They also 
cited barriers such as lack of available resource materials, and difficulties meeting the training needs of 
new providers while offering training that is challenging enough to interest those with experience. 

The availability barrier reflects the fact that, in many communities, family child care training either is not 
available or is limited to providers affiliated with a family child care agency. The exceptions are British 
Columbia, which has established a network of Child Care Resource and Referral Programs, and Ontario, 
where the government funds child care resource centres that have a specific mandate to provide training 
and support to the unregulated sector. Only 12 community colleges across the whole country offer training 
specific to family child care. 34 Accessibility problems include courses offered during the day and the cost/ 
difficulty faced by providers who need a substitute to care for the children, the tuition cost for some 
courses and professional development activities, transportation difficulties, and the other demands on 
providers’ time and energy. 



Recommendation 2 

Starting immediately, all jurisdictions must require the successful completion of a first-aid course, 
including CPR for young children, as a pre-condition to a provider becoming regulated. 

Recommendation 3 

By the year 2003, all jurisdictions must require regulated providers who have not completed a 
post-secondary ECCE credential to complete a basic family child care provider course within the 
first year of starting to provide care. This course should include units on: basic health and safety, 
setting up the environment, nutrition, child development, child guidance, working with mixed 
age groups, formulating appropriate daily routines, partnerships with parents, good business 
practices, and balancing work and family responsibilities. Providers who have completed a post- 
secondary ECCE credential, but not a formal family child care-related course, must be required to 
take training on issues specific to family child care within the first year of providing care. This 
training should include working with mixed-age groups, appropriate business practices, and 
balancing work and family responsibilities. 

Recommendation 4 

By the year 2003, all jurisdictions must require regulated providers to engage in a minimum of 
six hours of professional development each year. 



Requirements for training and professional development must be accompanied by expanded funding for 
family child care agencies, child care resource programs, family child care organizations and community 
colleges so that they can provide free, or very low cost, training and professional development. It is 
essential to recognize that family child care agencies’ provision of training and on-going learning 
opportunities (for example, the one-to-one consultation provided by the home visitor) is a key function 
that requires funding in addition to that provided for agency administration. 
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Access to learning opportunities must be extended to unregulated providers in all jurisdictions. Not only 
would this improve overall quality, it is also a proven way to encourage them to join the regulated system. 
We note the importance of providers and provider associations being heavily involved in the development 
and implementation of educational opportunities. Access issues must be addressed by mechanisms such as 
the following: provision of a stipend to cover the hiring of a child care substitute while a provider takes a 
course; the provision of bursaries or other forms of financial assistance; the implementation of educational 
opportunities through a variety of approaches such as self-directed learning, distance education, and 
mentoring; and the production of materials in a variety of languages in addition to English and French. 



Recommendation 5 

Between now and the year 2003 , all jurisdictions must take the steps required in their jurisdiction 
to ensure the availability and accessibility of appropriate training and professional development 
opportunities for ALL family child care providers , regardless of their regulatory status . 



9.7c Infrastructure 

Infrastructure is the second category that we are using to frame our recommendations. We observed 
greater sensitivity when the provider reported networking regularly with other providers through an 
organized association or network, and/or when the provider was a member of a local family child care 
organization or child care resource program. Regular networking with other providers also predicted the 
quality of the home as assessed by the FDCRS. Our study found a positive correlation between belonging 
to a local family child care association or a child care resource program, and both completing a formal 
family child care-related training course and having participated in professional development activities in 
the previous three years. 

Family child care associations and child care resource and referral programs often provide training or 
other learning opportunities and both cover topics and do so at times that suit the needs of a wide range 
of providers. Some, such as the Westcoast Child Care Resource Centre in Vancouver, have developed 
informational materials in various languages. Support services, whether delivered through a family child 
care agency or organization, a child care resource and referral program, a family support program or 
another organization, give a sense of belonging and opportunities for borrowing materials to learn about 
child development, borrowing toys and large equipment, attending workshops and so on. They are also 
sources of advice and information from more experienced providers. In these many ways, support services 
help to develop provider skills, aid the provision of stimulating activities for children and lessen provider 
feelings of isolation. 

ISSUES 

1. The Variability in the Availability of Support Services 

Considerable variability in the extent of supports available to providers — both within the same province 
and across provinces — was reported by the agency directors in our study . 35 British Columbia is the only 
jurisdiction that licenses individual providers and also funds a network of provider support services. 
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Family resource and similar programs do exist in other provinces but, with the exception of Ontario, these 
are relatively few in any jurisdiction and they depend on sources such as the United Way for their 
operating funds. 36 

Only Quebec gives financial assistance to family child care associations. Few other jurisdictions have 
provider associations and, where these exist, they are struggling to survive on membership fees and fund- 
raising activities. 

2. Inadequate Funding of Support Services 

In our study, agencies from all three participating provinces using the agency model reported that 
inadequate levels of agency funding had resulted in them either cutting back on their support services or 
charging providers a fee for a service that was previously free. 37 At current remuneration levels, having to 
pay for a support service is a disincentive for many providers. Agency directors are aware of this and 
several expressed concern that their inability to provide free supports could have a negative impact on the 
quality of care received by the children. 

REQUIREMENT 

Governments must recognize that a range of accessible provider support services across the country is a 
necessary accompaniment to provider training and professional development in any endeavour to enhance 
the quality of family child care. 



Recommendation 6 

By 2003, all jurisdictions must ensure the availability of a variety of provider support services 
across their jurisdiction through adequate levels of funding for existing provider supports such as 
child care resource programs and family child care agencies, and creating new services where 
none exists. Particular attention must be given to financial assistance for the development and 
ongoing support of provider associations. 



Existing entities, such as family child care agencies and child care resource programs, could and should 
be used to implement both Recommendation 5 and Recommendation 6, including the development and 
support of provider associations. We urge governments to build on the infrastructure that exists, where it 
does, rather than developing new entities. 



9.7d Income 

The third category being used to frame our recommendations addresses providers’ income and costs. The 
majority of providers in our sample worked full-time, five days per week, caring for between four and 
seven children for 48 weeks or more in the previous year. Almost half of these full-time workers, 44.0%, 
realized a gross 1 998 income from their child care provision of less than $20,000, including 24.2% who 
earned less than $ 15,000 (see Table 5.6). Providers, on average, reported spending between 30% and 44% 
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of their earned income on child care-related expenses. Thus, assuming (on a fairly generous basis) that an 
average provider received gross earnings of $20,000 and spent 35% of that on food, toys and so on for the 
children, her pre-tax annual income would be $13,000. This is somewhat higher than the findings of a 
Canada-wide survey conducted in 1996. That study calculated that, after deducting child care-related 
expenses but before taxes, the average annual earnings for a regulated provider working full-time and 
caring for five children would be $8,400. 38 

A before-tax income of $13,000 is low for a person working full-time, having sole responsibility for four 
or more children, and caring for children for an average of 50.5 hours a week, excluding unpaid 
preparation time. According to the findings of Study 1 of the You Bet I Care! project, this is lower than the 
before-tax income earned by assistant teachers in centres who, by definition, always work with, and under 
the direction of, another person. 39 Furthermore, permanent centre staff receive paid sick days and vacation 
time, and have half of their Canada/Quebec Pension Plan (C/QPP) premium paid by the centre. Family 
child care providers do not have paid sick or vacation days and are responsible for paying the whole 
C/QPP premium if they contribute to these plans. A before-tax income of $13,000 is also lower than 
would be obtained by a person working the same number of hours in 1998 at the minimum hourly wage 
for an adult in the jurisdiction with the lowest hourly rate. 40 Some tax relief is available to family child 
care providers through the ability of self-employed people in home-based occupations to deduct business- 
associated costs when calculating their income tax owed, including a proportion of the cost of maintaining 
their home. 

ISSUES 

1 Income Levels Predict Quality Levels 

Our study found that sensitive, engaged caregiving and the provision of activities that would stimulate 
children’s development occurred most often when the provider’s income from her child care work was at 
the higher end of the remuneration continuum. This does not mean that raising provider income levels 
would be an automatic “quick fix” though, as indicated below, such an initiative would assist in recruiting 
new providers and retaining those with experience. It might also attract people with higher levels of 
overall education into the occupation. 

2. Current Low Income Levels Fuel Turnover and Hamper Recruitment 

Having to move to a new family child care home can be a serious blow to a young child who has to adjust 
not only to a new adult and a new physical setting but also must do so without the support of a familiar 
peer group. Continuity of relationship also assists a provider to understand better the child’s development 
level and unique ways of communicating. This, in turn, increases the likelihood of sensitive and 
appropriate care. Data from the Canadian National Longitudinal Survey on Children and Youth indicates 
that repeated changes in child care arrangements are associated with slower verbal development and 
difficult temperaments among preschoolers. 41 

Our study did not directly measure turnover rates. However, 16.2% of the participating providers told us 
that they did not expect to be providing family child care in three years’ time and another 14.5% said they 
did not know if they would be. Provider turnover was identified as a concern by nearly half of the family 
child care agency directors who participated in the study. When asked to identify the three main reasons 
for providers leaving, one of the most frequently identified reasons was “dissatisfied with their income.” 42 
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Two other Canadian studies also found that dissatisfaction with income fuelled turnover among family 
child care providers . 43 

Recruitment was a concern for over two-thirds of the agency directors. Our study did not explore potential 
reasons for this. However, other research in both Canada 44 and the United States 45 has identified the 
expectation of low income and few benefits as major barriers to recruitment of people to become regulated 
family child care providers. At current income levels, a second source of family income is essential. The 
inability to earn an income through family child care provision that would sustain a family limits the 
potential pool of regulated family child care providers to people who have partners or another source of 
income. 

3. The Cap on Providers’ Ability to Increase Fees 

Providers’ child care income, like centre revenues, depends on the number of children enrolled, parent 
fees (and/or fee subsidies) and other government grants, such as infant incentive grants, minus child care- 
related expenditures. The maximum number of children is capped by the regulations. In order to maximize 
her income, the provider must keep all her permitted spaces occupied. The fee that the provider can charge 
or receives depends upon what parents can or will pay, or by what the agency can afford. Fees are closely 
linked to the wages that women can earn in the paid labour force, and these wages tend to be lower than 
those of men. Women who are working because of the need for a second income for their own family are 
unable to spend a substantial proportion of their income on child care. Therefore, if fees are above a 
certain proportion of their income, they are forced to use unregulated, cheaper family child care unless 
they can obtain a fee subsidy. 

REQUIREMENTS 

Governments must recognize that quality child care is an investment in children, families and 
communities, and that family child care is a vital part of a comprehensive approach to promoting early 
child development and supporting parents. The sustainability of the family child care sector and the 
encouragement of a level of quality that supports and fosters children’s development requires financial 
investment. As a first step, provider income levels must be increased. Not only would this encourage 
providers to remain in the occupation, it would help to attract people with higher levels of education, a 
factor that predicts quality care. Since it is not realistic to expect parents to pay higher fees, income levels 
must be increased through government income-enhancement grants. This could be implemented by a 
process through which a provider would make a periodic claim to the government for an income- 
enhancement grant for each child, with different levels for infants, toddlers, preschoolers and older 
children, and different levels for full-and part-day care. 

As noted at the beginning of this chapter, when providers become regulated they face various capital 
costs for improvements required for compliance with health and safety standards, and for programming 
materials. They also incur annual expenses to maintain their adherence to regulatory standards. Currently, 
only three jurisdictions that license providers on an individual basis have a start-up grant and only four 
jurisdictions provide an annual operating grant . 46 While in theory such assistance might be given to their 
affiliated providers by family child care agencies, the directors who responded to our survey indicated that 
the current levels of government operating grants were inadequate and that they were having to reduce the 
supports they could provide. 
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Recommendation 7 

Starting immediately, all jurisdictions must implement an income-enhancement grant for 
regulated providers . The grant amount must ensure that providers working full-time and caring 
for four or more children receive, after child care-related expenses and before taxes, the 
equivalent of what would be earned, on average, by an entry-level staff person working full-time 
in a centre in the same jurisdiction . Full-time for providers should be defined as at least eight 
hours a day, five days a week, for 48 weeks or more a year 

Recommendation 8 

Starting immediately, all jurisdictions must begin providing start-up grants and annual operating 
grants to regulated providers . 



Lack of benefits also presents a barrier to recruitment and may contribute to decisions to leave family 
child care provision. It certainly appears to add to providers’ stress. Among the items that we asked 
providers to rate on a five-point scale as sources of stress, two related to income and lack of benefits. 
These two items had the highest ratings as stressors and the highest percentage of providers who rated 
them as a major source of stress. Almost half of the providers, 48.7%, rated “Financial concerns including 
a lack of benefits, e.g. lack of pension” as a major stressor. More than a third, 34.6%, rated “Income 
fluctuations” as a major source of stress. 

At current income levels, many providers cannot afford to purchase disability insurance, to contribute to 
the C/QPP, or to put some money aside for periods of low income. If an income enhancement grant were 
implemented, and a network of adequately funded family child care agencies/family child care 
organizations were developed across Canada, providers would be better able to afford insurance, 
especially if agencies/organizations could obtain group rates, and to pay their C/QPP premiums. 



9.7e The Characteristics of Children Receiving Care 

ISSUES 

1. Infants and Young Toddlers 

In our study, the presence of a child younger than age 1 8 months was associated with lower levels of 
provider sensitivity and lower FDCRS scores on the sub-scales involving learning activities, language, 
reasoning and social development.. Anyone who has looked after infants is aware of their need for focused 
attention and responsive, individualized care, and that this is time-consuming. Furthermore, babies’ and 
young toddlers’ needs are immediate and their distress can be very vocal when their needs are not 
promptly addressed. When a provider has a number of other children competing for her time and attention, 
the demands of the infant or young toddler can be quite stressful. Only three jurisdictions currently 
provide an “infant incentive grant” 47 in recognition of the additional time and effort required to care for 
children under age 1 8 months. 
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Recommendation 9 



Starting immediately, all jurisdictions must provide an “ infant incentive grant ” to regulated 
family child care homes providing care for a child under age 18 months in recognition of the 
additional time, expense and effort required to provide high-quality care for very young children . 



While it is essential for babies and toddlers to receive affectionate, nurturing care, they also require 
linguistic and cognitive stimulation to support their optimal development. Language games, songs, clear 
naming of objects and people must be embedded in everyday caregiving, along with opportunities to 
manipulate an assortment of objects and being read to regularly. Specialized training is an essential 
ingredient in helping adults to understand and respond appropriately to the developmental needs of very 
young children. However, the popular notion is still that any motherly type can care for babies, “ because 
all one needs to know is how to rock them and change diapers. ” 48 In the companion study, Caring and 
Learning Environments: Quality in Child Care Centres Across Canada , the highest average Total score on 
the Infant/Toddler Environment Rating Scale was obtained by teachers in British Columbia . 49 This is the 
only jurisdiction in Canada to require that every infant/toddler group have at least one teacher who has 
specialized infant/toddler training in addition to a basic post-secondary ECCE credential. 



Recommendation 10 

All jurisdictions must work with family child care provider associations, family child care 
agencies and other organizations that deliver training and professional development, to develop 
and implement opportunities for providers to obtain special training for working with infants and 
young toddlers in the context of a family setting and a mixed-age group. 



2, Children Who Have Special Needs 

Fifteen percent of our sample of providers reported that they were looking after a child who has special 
needs. We defined special needs for the providers and for the agency directors as, “A physical or 
intellectual disability or emotional disorder diagnosed by a physician or other health professional.” 
Seventy-one percent of the participating agency directors told us that their agency was currently providing 
care for at least one child who had a special need. Only two of these directors told us that the agency 
would provide training for a provider looking after such a child. Seven respondents said that the provider 
could access consultation through a community organization such as an infant stimulation program. Their 
responses did not indicate whether the agency had a special arrangement with such an organization, or if 
the provider would simply access the service as any parent would. One director reported that her agency 
would provide periodic respite care to allow the provider to have a break. 

There is a growing recognition that the small group size and continuity of having the same adult at all 
times in a family child care home can provide a particularly appropriate setting for a child who has special 
needs. However, providing personalized and appropriate care requires an understanding of the child’s 
condition and may require the provider to adapt daily activities and/or her way of communicating with 
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children. Special training and on-going consultation are thus very important supports for family child care 
providers working with children who have special needs. 50 Caring for a child who has special needs 
sometimes requires adaptations to the physical setting or the use of special equipment or chairs. In other 
cases, an extra pair of hands might be necessary. Five of the nine jurisdictions that licence providers 
individually currently recognize the associated costs of looking after a child who has special needs and 
provide “special needs funding.” 51 Eighteen of the 24 agency directors reported that providers affiliated 
with their agency who are looking after a child with special needs would receive a higher fee. 



Recommendation 11 

Starting immediately, all jurisdictions must provide “ special needs funding ” to regulated family 
child care providers who look after a child with special needs . Such funding must take into account 
the particular needs of the individual child(ren) and the type of additional assistance or costs that 
might be required to provide appropriate care . In situations where a provider cannot accept her full 
complement of children because of the time and attention required by the child, the special needs 
funding must include compensation for her lost income . 

Recommendation 12 

All jurisdictions must take action to ensure the provision of training specific to the child's needs, 
plus consultation and appropriate resources for providers caring for a child who has special needs . 



9.7f Provider Intentionality 

Provider intentionality is the final category being used to frame our recommendations. Our findings 
indicate that a provider’s genuine liking for children, her enjoyment of her work and her feeling of pride 
in what she is doing contribute substantially to the quality of children’s daily experiences. However, 
income levels are low and many providers feel that their work is not valued by the general public. A 1996 
Canada-wide survey of regulated providers reports that only 36% believed that their work was respected 
by society. 52 A low-paying occupation with no benefits and little status, such as family child care, is less 
likely to be chosen by people who like children and might be attracted to the opportunity of working 
independently if they have a relatively high level of education and other options. Increasing income levels, 
as already suggested, would assist in the recruitment of such people. However, we believe that there is 
also a need for substantially increased public understanding of the knowledge and skills required to 
provide high-quality child care and of its importance for children’s development. 



Recommendation 13 

Governments, family child care associations and professional organizations must immediately 
undertake public education/awareness strategies that will assist people to understand the link 
between the importance of children y s experience during their early years and the value of people 
who work in child care . 
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9.8 Closing Words 

We believe that: 

1 . Child care is, and must be recognized and supported as, a positive investment in children, families 
and communities and as a means to address a variety of broad societal goals, including the promotion 
of early child development and the provision of support to families. 

2. Family child care is, and must be recognized as, a vital component of the child care system and 
supported as such, with due regard for its uniqueness and contribution as an alternative to centre 
child care. 

3. The extreme variation in both family child care quality and policies across Canada must be addressed. 
It is essential that all children have access to quality family child care, regardless of where they live or 
their family’s economic status. 

4. The sustainability of the family child care sector and the enhancement of its quality requires 
government leadership, the investment of public funds, and the development of appropriate policies 
and practices in collaboration with the family child care field. 

5. There is no single “quick fix.” Family child care quality results from a variety of factors working in 
combination, and all the major variables that predict quality must be addressed. 

We have presented a number of recommendations which, in combination, would expand the availability of 
high-quality family child care and help to stabilize the family child care sector. We believe that Canada 
has the capacity to implement these recommendations and, in so doing, develop a broader, more coherent 
approach to promoting children’s healthy development and supporting families. The challenge is whether 
we have the political will to do so. 
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Appendix A 

Research on Family Child Care 
Quality and its Influence on 

Child Development 

An Overview 

The earliest studies on child care tended to be dominated by the very broad question, “Is child care good or 
bad for children?” Later research compared care provided in different settings, contrasting centre-based with 
home-based care. This second “wave” of studies has been followed by a third wave that has tried to identify 
those factors that contribute most to quality and to positive effects for children within each type of care. 

This third body of research is yielding a relatively consistent picture. Care that is responsive and sensitive to 
children’s needs and abilities, and is provided in an environment that offers children a variety of learning 
activities and encourages language development, is associated with secure attachments between infants and 
toddlers and their caregivers; it is also associated with higher scores on measures of children’s understanding 
and use of language, complex play behaviour (indicative of cognitive skills) and sociability. Moreover, there 
is some evidence that these positive effects may be sustained over time, contributing to children’s school 
readiness, with possible impacts on school achievement and self-esteem in later childhood. The most 
sophisticated research now recognizes the importance of understanding how characteristics of the child, the 
child’s family and the child care setting work together to affect child outcomes, and is beginning to explore 
this complex interaction. 
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Specific Findings 

A brief synopsis follows of some of the major studies conducted in the last 15 years to identify the 
important contributors to quality in family child care. Studies were selected that used rigorous 
observational methods and direct assessments of the children. Only a few studies in family child 
care research include a longitudinal follow-up at this time. Such studies are expensive undertakings 
and require significant cooperation from parents and providers. Nonetheless, their importance is 
self-evident. 

The studies reviewed here focus on two main dimensions of quality in family child care: the care 
provider’s behaviour with the children, and the characteristics of the physical setting and the activities 
and program provided. Our review starts with a discussion of studies that have combined both dimensions 
and have assessed quality using a global measure such as the Family Day Care Rating Scale (FDCRS ). 1 
It then looks at the research that has focused specifically on the care provider’s behaviour. 



Studies Using a Global Measure of Quality 

1. Canadian Research 

The Victoria Day Care Research Project 2 was conducted in 49 homes in British Columbia. It involved 
both regulated and unregulated family child care providers and a specific three- or four-year-old child for 
whom they were providing care. Program quality was assessed in two ways. One method involved using 
the Day Care Home Environment Rating Scale (. DCHERS), 2 an earlier version of the FDCRS j The second 
method involved trained coders using a standard observation scale 5 to record the amount and type of 
interaction between the care provider and children and the activities engaged in by the children. Standard 
tests were also used to assess the level of the children’s understanding of language 6 and their ability to 
express themselves. 7 

Children in homes with higher total scores on the DCHERS obtained higher scores on both measures of 
language development. There was also an association between children’s level of language understanding 
and the home’s score on the DCHERS sub-scale measuring the general tone of interaction in the home. 
Children’s expressive language was associated with scores on the sub-scale that measures the availability 
of materials and activities likely to stimulate language development. The researchers also examined 
differences when the homes were split into two groups — high and low quality — on the basis of their 
total DCHERS score. The average test score for children in the “high quality” group was 23 points higher 
for the test of language understanding and 1 5 points higher on the test of expressive language. Other 
findings from the second observational measure indicated that children in homes in the “high quality” 
group spent a larger proportion of their time in interactive play involving reading, sharing information 
between adult and child, and in activities involving fine and gross motor materials. Children in low quality 
homes spent smaller proportions of time in interactive play and greater amounts of time watching 
television. 

Two follow-up studies of the children from the original Victoria Day Care Research Project have been 
conducted when they were, on average, 13 years old and again when they were 17 or 1 8. 8 An association 
was found between the scores on each of the language tests when the children were in child care and the 
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children’s scores as 13-year-olds on tests measuring arithmetic skills, 9 reading comprehension, 10 
understanding of language 11 and general intellectual ability. 12 In other words, children who had higher 
levels of language skills when observed as preschoolers obtained higher scores on tests of academic 
achievement and general intellectual ability at age 13. In the most recent follow-up, the measures of 
academic skills obtained when the children were 13/14 years old were associated with similar 
competencies at age 17/18, as well as with measures of school engagement and sociability. In addition, 
scores obtained on expressive and receptive language abilities in early childhood that were associated with 
higher quality family child care were positively correlated with measures of self-esteem and sociability 
with peers, as well as with a measure of cognitive competence. Thus, early childhood experiences in 
family child care homes assessed to be of higher quality appeared to have both direct and indirect effects 
on children’s academic performance, self-esteem and social skills through late adolescence. 13 

The Vancouver Day Care Research Project 14 was an expansion of the Victoria study. It involved 3- and 
4-year-olds in 28 homes in Vancouver and used the same two measures of children’s language skills as in 
the Victoria study. It also used the DCHERS as one of two ways to assess the overall quality of the home. 
The other quality measure was the HOME (Home Observation for Measurement of the Environment) 
scale, 15 used to assess the quality of stimulation available in children’s own homes. It includes variables 
such as: the apparent warmth and affection felt by the adult for the child; the extent to which social skill 
development is encouraged through modelling and other strategies; the availability of cognitive and 
language stimulation through toys, games and reading materials; and the types of activity done by the 
adult with the child. The final and fifth measure involved a 20-minute observation of each caregiver/child 
pair in a semi-structured play situation involving puppets and snapping plastic toys that fit together in a 
variety of ways. 

The level of children’s ability to express themselves was associated with both the total score on the 
DCHERS and the total score on the HOME scale. It was also associated with the DCHERS sub-scales 
related to furnishings and equipment, language development, learning activities and the social tone of the 
home, and to the HOME sub-scale score related to the availability of stimulation through toys, games and 
reading materials. Both types of language skill — expressive and receptive — were related to the general 
amount of two-way conversation observed during the structured play situation and the extent to which the 
care provider asked the child what something was, or labelled and described something. No follow-up has 
been conducted on the Vancouver children. 

2. American Research 

The FDCRS 16 is a revision of the DCHERS that was used in the Victoria and Vancouver studies. It has 
been used in many of the American studies, and is now often supplemented with one or more additional 
measures, particularly those more specific to capturing the quality of relationship in provider-child 
interactions. The most common measure of this type is the Caregiver Interaction Scale ( CIS). ]1 This 
observational measure (also used in the present, YBIC! , study) yields ratings of caregiver sensitivity, 
harshness and detachment. 

The largest American study of quality in family child care, Quality in Family Child Care and Relative 
Care, was conducted in three states, involved 1 12 regulated family child care providers, 54 unregulated 
family child care providers, and 60 people providing care for a related child in their own, rather than the 
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child’s, home. 18 That study, like the one which is the subject of this report, used both the FDCRS and the 
CIS , as well as a measure of caregiver involvement in interactions with the children. The researchers 
found that children in the homes with higher total scores on the FDCRS were more likely to show 
behaviours indicative of a feeling of trust and security towards the care provider than were children in 
homes that received lower ratings of global quality. There was also an association between the level of 
the caregiver’s responsiveness to the children — that is, the extent to which she reacts promptly and 
appropriately to children — and the complexity of the children’s play. Complexity of play is considered 
to be a measure of cognitive development in children. 

A second study ranked the relative quality of 55 family child care homes on the basis of a composite 
measure consisting of the number of children being cared for, the number of children per care provider and 
the home s FDCRS score. 19 Children in the higher quality homes obtained higher scores on a standard test 
of the complexity of their social play with peers, and higher scores on measures of their level of play with 
objects and with the care provider. The instrument used to measure the complexity of play with peers 
predicts peer social skills and acceptance by peers when the child is a preschooler. 20 An association has 
been found between a child’s level of cognitive and socio-emotional development at 3 and 4 years of age, 
and the child’s skill level in play with objects when a toddler. 21 

A third study 22 used the FDCRS in 57 homes to create two sub-scales. The first, “appropriate caregiving,” 
reflected adult-child interactions involving language, adult supervision of children’s activities and 
behaviour guidance. The other, “developmentally appropriate activity,” was a measure of the educational 
environment; for example, the availability of learning materials and the provision of planned appropriate 
activities. An association was found between the children’s level of cognitive competence and the level of 
appropriate caregiving, but not between cognitive skills and the level of developmentally appropriate 



Yet another study 23 involved 30 homes, 26 of which were regulated. It used both the FDCRS and an 
observation of the quality of the interactions between children and care provider. Children in homes with 
higher FDCRS total scores obtained higher scores on a standard test of language understanding. 24 When 
care providers were rated as providing higher levels of warmth, more frequent proximity to the children, 
more verbal interaction and greater frequency of behaviour that went beyond essential routines, children 
were rated as more sociable with other children and as having better language skills. 

Two very recent studies focused particularly on infants and toddlers. One of these, 25 involving 41 toddlers 
age 12-19 months and the 23 registered providers who were caring for them, focused specifically on 
infants’ attachment security with their providers. The researchers considered both the observed level of 
infant-provider interactive involvement and FDCRS scores, as well as family socioeconomic status (SES) 
and the length of time the child had been in the provider’s care. Results indicated that the strongest 
independent predictors of infant attachment security were the level of infant-caregiver involvement, 
family SES, and FDCRS quality scores. Moreover, infant-caregiver attachment and the amount of 
caregiver-child involvement were associated with the length of time the child had been in the provider’s 
care. 

Finally, we present findings from the ongoing longitudinal study of early childhood care being conducted 
by the U.S. National Institute of Child Health and Human Development (NICHD) Early Child Care 
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Research Network. This research indicates that infants who attended better quality family child care 
homes, as rated on a measure called the CC-HOME Inventory (a measure derived from the original 
HOME scale that captures many of the variables included in the FDCRS ), obtained higher scores on the 
Bayley tests of infant development at 24 months. At 36 months, these infants obtained higher scores on 
measures of school readiness and language comprehension than toddlers who were in poorer quality child 
care homes. 26 



Studies that Focused on the Provider's Behaviour 

Some of the studies discussed above that examined the influence of the home’s overall quality also 
reported findings related specifically to care provider behaviour. Two studies reported that the level of 
children’s language skills is associated with the amount of verbal stimulation by the care provider. 27 
A third found an association between the level of the care provider’s responsiveness and the level of 
complexity in the children’s play, a measure of cognitive skill. 28 The studies summarized below did not 
use overall quality ratings, but included measures of the kinds of behaviour that are highly correlated with 
high scores on global rating scales. 



1. American Research 

The first study to examine the relationship between care provider behaviour and children’s development 
was conducted during the mid-1970s. 29 It followed 140 children who entered family child care, and 107 
who entered centre care between the ages of 2 months and 21 months. The amount of social, language and 
cognitive stimulation provided by the adult when the child was a 2-year-old correlated with both the level 
of the child’s social competence and their language skills at age 3. 

The N1CHD longitudinal study mentioned above followed 201 children in family child care and 103 in 
centre care from the age of 6 months to 36 months. 30 It assessed setting quality through an observational 
scale specially designed for the study. Focusing on one child, the scale records both the amount of a 
certain care provider behaviour as well as the tone (for example, sensitivity or harshness) and content of 
the activity. The observations are used to create a “positive caregiving” score for each care provider. This 
is based on the frequency of behaviours indicating one of the following: (1) positive affect or contact; 

(2) sensitive or responsive behaviour towards the child; and (3) activities that stimulate the child’s social, 
language or cognitive development. Children who had a care provider with a high “positive caregiving” 
rating during their first two years were more cooperative and sociable with peers at age 24 months. They 
were reported as having fewer behaviour problems by their care providers at both age 24 and age 36 
months. 31 Children with more responsive, sensitive care providers, who talked more with them, did better 
on assessments of cognitive and language development at age 15, 24 and 36 months. At age 36 months, 
they scored better on a standard measure of school readiness than children whose caregivers had low 
“positive caregiving” ratings. 32 

A third study involved 130 children age 2 and 3 in one of four forms of care: at home with mother, at 
home with a “nanny,” enrolled in a family child care home, or enrolled in a centre. 33 Information about the 
interactions between the care providers and children was collected through betweeen four and eight hours 
of observation. Standard tests were given to the children to assess their level of social and verbal skills and 
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cognitive ability. The researchers report that, "... children from day-care homes did better in our 
assessments of intellectual and social competence when the caregiver had more one-to-one conversations 
with them, and when she touched, read to and gave more directions to them. ... Children in both in-home 
and family day care homes were more competent when the quality of their interactions with the caregiver 
was more responsive.” 34 When children spent more time playing alone with toys and objects than in 
interacting with the caregiver, they did less well on both the assessment of social skills and intellectual 
competence. 



2. Research from Other Countries 

Two studies, one from Sweden and one conducted in Israel, yield findings similar to those reviewed 
above. The Swedish study examined the development of social competence among children who started 
family child care or centre care at the age of, on average, 16 months. 35 In this particular study, children’s 
social skills were not related to the quality of centre or family care one year after enrollment in alternate 
care, 36 However, two years after enrollment, the care provider’s score on the Belsky and Walker checklist 
(a measure that includes various aspects of responsive and stimulating care) predicted both the children’s 
level of social skills and their rate of social participation with peers. 37 

The study conducted in Israel by Miriam K. Rosenthal 38 used an adaptation of the FDCRS and another 
scale to develop a composite measure of quality derived from scores for the physical environment, the 
amount and variety of play materials, the number of children, the daily schedule, and the proportion of 
educational and physical care activities. In addition, a daily log continuously recorded the activities of the 
care provider and the children. An association was found between the extent of the adult’s positive 
interaction with the child (a composite of responsiveness, frequency of one-to-one involvement, 
encouragement, and positive use of language) and the child’s positive interaction with the other children. 
Children in higher-quality environments, based on the composite score used in the Rosenthal study, spent 
more time in activities associated with skill development and less time in gross motor activities and 
aimless wandering than did children in low-quality homes. 



Summary of the Research Findings 

Children who have care providers who are warm and respond promptly and appropriately to them have 
higher levels of social 39 and/or cognitive 40 skills. Similarly, the amount of social, language and/or 
cognitive stimulation provided by family child care providers is related to children’s social skills, 41 verbal 
skills 42 and measures of complex play behaviour, factors associated with later cognitive development. 

When measures of children’s development and ratings of overall quality are made concurrently, there is 
most often a positive association between the observed quality of the family child care home as measured 
by the DCHERS , FDCRS or HOME scales, and security of infant-provider attachment relations, 43 the level 
of children’s social skills, 44 language skills 45 and cognitive competence. 46 There is evidence that these 
positive outcomes provide a foundation for continued adaptive functioning and school readiness in early 
childhood. In the longer term, some evidence now suggests that the overall quality of the family child care 
home may be associated both directly and indirectly with children’s peer social skills, language and 
cognitive skills, school readiness, and scores on tests of arithmetic skills and reading comprehension at 
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age 13. 47 Longer-term outcomes extending into late adolescence (academic and social skills, self-esteem) 
may also be related to the quality of early child care experiences that prepare children for success in 
school and in social relationships throughout their school years. 

Such associations cannot be assumed to indicate causation. However, repeated findings of the same or a 
similar association across a number of studies add strength to the hypothesis that high-quality, responsive, 
stimulating family child care can positively influence children’s development. 
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Appendix B 

Overview of Family Child Care 

Requirements by Jurisdiction, 1999 



Jurisdiction 


Variable 


Requirements for 
unregulated care 


Requirements for 
regulated care 


British Columbia 


Permitted numbers 


No more than two children 


Up to seven children under age 12, 






unrelated by blood or 


including the provider's own. No 






marriage, excluding the 


more than five preschoolers, three 






provider's own. 


under age 3 or one under age 1 . 




Educational 




Must have a first-aid certificate; no 




requirements 




ECCE training requirements. 




Formal provision 


Network of child care 


Annual licensing visit (policy, not 




for support 


resource and referral 


statutory requirement) by a licensing 






programs that have a 


official who is not required to have an 






mandate to provide 


ECCE background. 






support to both the 








unregulated and regulated 


Child care resource and referral 






sectors. 


programs. 
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Jurisdiction 


Variable 


Requirements for 
unregulated care 


Requirements for 
regulated care 


Alberta 


Permitted numbers 


No more than six children 
under age 12, including the 
provider's own. Maximum 
of three under age 2. 


No more than six children under age 
12, including the provider's own. 
Maximum of three under age 3 and 
two under age 2. 




Educational 

requirements 




None. 




Formal provision 
for support 




Providers connected with an agency 
that is expected to visit once a month 
(not a statutory requirement and may 
change with the transfer to regional 
children's authorities in 1999). Home 
visitor not required to have an ECCE 
background. Agency expected, but not 
required, to provide support services. 










Saskatchewan 


Permitted numbers 


No more than eight under 
age 13, including the 
provider's own. 


No more than eight under age 13, 
including the provider's own. No 
more than five under age 6; of these, 
only two can be under age 30 months. 




Educational 

requirements 




Must have first-aid certificate and 
attend an orientation session with a 
government program consultant. 
Expected to attend two professional 
development workshops each 
licensing year (policy, not regulation). 




Formal provision 
for support 




Minimum of three visits a year by a 
government program consultant 
(policy, not statutory) who is not 
required to have an ECCE 
background. 
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Jurisdiction 


Variable 


Requirements for 
unregulated care 


Requirements for 
regulated care 


Manitoba 


Permitted numbers 


No more than four under 
age 12, including the 
provider's own. Maximum 
of two children under age 2. 


No more than eight under age 12, 
including the provider's own. 
Maximum of five children under 
age 6, and three under age 2. 

With two providers: no more than 
twelve children under age 12, 
including the providers' own; no 
more than three may be under age 2. 


Educational 

requirements 




Must have a first-aid certificate that 
includes CPR training relevant to the 
group being cared for. No ECCE 
training requirements. 


Formal provision 
for support 




Minimum of one licensing and three 
drop-in visits per year (policy, not 
statutory) by a government licensing 
official who must have an ECCE III 
certificate and child care experience. 










Ontario 


Permitted numbers 


No more than five children 
under age 12, excluding 
the provider's own. 


No more than five children under age 
12, including the provider's own 
under age 6. Not more than two may 
be under age 2, not more than three 
under age 3. 


Educational 

requirements 




First-aid certificate, but only if working 
with handicapped children. No ECCE 
training requirements 


Formal provision 
for support 


200 child care resource 
programs (also known as 
family resource programs) 
funded by the Child Care 
Branch, with a mandate to 
provide support to both 
the unregulated and 
regulated sectors. 


Providers connected with an agency 
that is required by legislation to make 
quarterly home visits. Home visitors 
must have an ECCE-related post- 
secondary credential and at least 
two years' experience working with 
children. Regulatory requirement that 
agencies have a training plan for each 
provider, but no requirement for type, 
frequency or length of trainjng. 
Agencies expected to provide some 
support services. 

Network of child care resource 
programs. 
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Jurisdiction Variable Requirements for Requirements for 

unregulated care regulated care 



Quebec 


Permitted numbers 


No more than six under 
age 9, including the 
provider's own. 


No more than six under age 9, 
including the provider's own. No 
more than two under age 18 months. 








With two providers: No more than 
nine, including the providers' own. 
No more than four under age 
18 months. 




Educational 

requirements 




First-aid certificate within six months 
of starting to provide care, and 
completion of a 45-hour ECCE training 
program within the first two years (as 
of September 1999). A minimum of 
six hours professional development 
each year. 




Formal provision 
for support 




Providers connected with an agency 
that must do quarterly home visits. 
Home visitors are not required to 
have an ECCE qualification but must 
have three years experience in direct 
services for children. Agency 
expected but not required to provide 
some training and support services. 










New Brunswick 


Permitted numbers 


No more than five, 
including the provider's 
own under age 12. 
Maximum of two infants, 
maximum of four if 
children are age 2-5. 


No more than six children age 0-12, 
including the provider's own. No 
more than three under age 2, or five 
between age 2 and 5. May have nine 
children, including provider's own, if 
all are over age 6. 




Educational 

requirements 




Must have first-aid training; no ECCE 
training requirements. 




Formal provision 
for support 




Statutory requirement for an annual 
licensing visit and spot checks by 
provincial licensing officals who are 
required to have a B.A. in child 
studies, an ECCE diploma or related 
qualification. 
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Nova Scotia 


Permitted numbers 


No more than six under 
school age, including the 
provider's own. May have 
eight if all, including the 
provider's own, are of 
school age. 


No more than six under school age, 
including the provider's own. May 
have eight if all, including the 
provider's own, are of school age. 




Educational 

requirements 




None before starting to provide care. 
Required to attend four hours of ECCE 
workshops each year. 




Formal provision 
for support 


Child Care Connections NS 
in Halifax provides training 
and support to unregulated 
and regulated providers in 
its area. 


Providers connected with an agency 
that must do two home visits each 
month (policy, not statutory). Home 
visitors must have a two-year ECCE 
diploma, or an ECCE certificate and 
experience (regulation). Agency 
required to provide 10 hours of 
workshops a year. 










Prince Edward Island 


Permitted numbers 


No more than five in a 
mixed-age group up to 
age 10, with maximum of 
two under age 2. If all 
children are under age 2, 
maximum of three; 
maximum of five 
preschoolers with no 
more than two under 
age 2. All numbers include 
provider's own preschool 
children. 


No more than seven children, 
including the provider's own under 
age 12. Maximum of three children 
under age 2. 




Educational 

requirements 




Current first-aid certificate and 30-hour 
ECCE training program within the first 
year of providing care. 




Formal provision 
for support 




Annual licensing inspection by a 
government official (policy, not 
statutory) who is not required to 
have an ECCE background. 
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Jurisdiction Variable Requirements for Requirements for 

unregulated care regulated care 



Newfoundland/ 

Labrador 


Permitted numbers 


No more than four, including 
the provider's own under 
age 7. 


Effective June 1, 1999. No more than 
six in a mixed-age group, including 
the provider's own under age 6. 
Maximum of three under age 3 or two 
under age 2. If all children are under 
age 2, maximum of three. 




Educational 

requirements 




First-aid certificate. Must complete an 
orientation course in early childhood 
education within the first year of 
providing care. 




Formal provision 
for support 




Providers can be either linked with an 
agency or independently licensed. An 
agency is required to do an annual 
monitoring visit and additional 
monthly visits for consultation. 

Home visitors must have an ECCE 
background. Annual licensing visits 
by government consultants to 
independently licensed providers 
and several unscheduled visits each 
year. Licensing officials are not 
required to have an ECCE background. 










Yukon 


Permitted numbers 


No more than three, 
excluding the provider's 
own. 


No more than eight, including the 
provider's own under age 6. 
Maximum of four infants, or no more 
than six pre-school children, with a 
maximum of three infants. 








With two providers: may add four 
school-age children. 




Educational 

requirements 

j 




First-aid certificate. Completion of a 
60-hour ECCE course, family child 
care course or equivalent within the 
first year of providing care (policy, 
not regulation) 




Formal provision 
for support 




Policy of one annual inspection and 
four or five unannounced spot checks 
per year by a government Child Care 
: Coordinator who is required to have 
a background in early childhood 
education. 
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Jurisdiction 


Variable 


Requirements for 
unregulated care 


Requirements for 
regulated care 


Northwest Territories 


Permitted numbers 


No more than four, 
including the provider's 
own under age 12. 


No more than eight under age 12, 
including the provider's own. 
Maximum of six age 5 or under, 
maximum of three under age 3, and 
maximum of two under age 2. 




Educational 

requirements 




First-aid certificate. No ECCE training 
requirements. 




Formal provision 
for support 




Annual visits by a government 
licensing official who is required to 
have a two-year ECCE diploma and 
four years child care experience. 



Sources: Childcare Resource and Research Unit 2000; Government of Newfoundland, An Act Respecting Child Care Services in the Province, 1998, and 
Regu/at/on 37/99; written information supplemented by Jocelyne Tougas, personal communication regarding Quebec; and telephone interviews with 
government officials in all other jurisdictions conducted by Gillian Doherty in May 1999. 
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Appendix C 

Research on Contributors 
to Family Child Care Quality 

An Overview 

The following four key elements appear across a variety of studies as consistent contributors to the quality 
of children’s experiences in family child care and, in the case of support and intentionality, also correlate 
with providers’ job satisfaction and likelihood of turnover: 

• the number of children in the provider’s care (ratio); 

• her formal education and family child care-specific training; 

• the nature and extent of support available to her; and 

• her motivation to provide child care, her feelings about the occupation, and her commitment to 
providing responsive, high-quality care (intentionality). 



The Number of Children in Care (Ratio) 

The most common arrangement in family child care is a single provider working with a group of children; 
as a result, ratio and group size are usually the same. However some jurisdictions (Manitoba, Quebec and 
the Yukon) permit two providers and specify the maximum number of children allowed in that case. This 
is occasionally referred to as group family child care. 
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Ten studies have examined the correlation between ratio and provider behaviour, and several have studied 
the relationship between the number of children enrolled and scores on the Family Day Care Rating Scale 
( FDCRS )} Earlier studies, in particular, reported a higher proportion of desirable adult behaviours when 
the child-to-adult ratio is lower. In those studies, providers who have fewer children to care for show 
higher rates of warmth and affection towards the children, 2 are more responsive 3 and more sensitive. 4 
They engage in a higher proportion of interactions with the children that involve language or cognitive 
stimulation 5 and are less restrictive. 6 Not surprisingly, the frequency of the care provider’s interactions 
with individual children decreases with a rise in the number of children. 7 

The earlier studies also indicated that toddlers in settings with three or fewer children engaged in more 
talking and more interactive play than peers in homes with more children, 8 and that 2- and 3-year-olds did 
better on tests of social competence when five or fewer children were enrolled in their family child care 
home. Another study, however, reported results in the opposite direction; it found that children in settings 
with higher ratios obtained higher scores on measures of intellectual development. 9 

A few recent studies suggest that, in some family child care homes, having more rather than fewer 
children is associated with higher-quality scores on the Day Care Home Environment Rating Scale 
( DCHERS ) 10 and FDCRS, 11 or that the number and age mix of children (within allowed limits) is less 
important than the provider’s education and family child care-specific training. 12 In addition, the range in 
ratios (the variability within the sample of homes in the study) in more recent studies is fairly small. It 
appears that, as regulations on maximum group size and age mix have become more strict, group size per 
se is less of a direct factor affecting caregiver behaviour and measured quality. Moreover, a few studies 
now indicate that providers with higher levels of intentionality and who are more committed to careers in 
family child care deliberately maintain a full enrollment pattern, both to have an interesting mix of 
children to work with, and to ensure a stable income. 



Education Level and Specialized Training 

Research on child care centre staff, particularly the 1990 U.S. Child Care Staffing Study, 13 identified the 
complementary effects of general education and ECCE-specific education and training for quality child 
care. The same appears to be the case in family child care. Both the highest level of formal education 
completed (in any subject) and education and training related to ECCE and/or family child care appear to 
be important contributors to providers’ understanding of children’s needs, and to their capacities to plan a 
variety of activities, make decisions and solve problems as they arise. 



1. Overall Educational Level 

Several studies have reported an association between quality and the provider’s general level of education. 
In Canada, higher levels of general education have been associated with higher levels of child language 
skills 14 and higher total scores on the DCHERS. 15 American researchers report associations between the 
provider’s level of general education and the extent to which she is sensitive and responsive 16 or provides 
children with social and language stimulation. 17 The level of children’s scores on tests of social and 
intellectual competence 18 and the home’s FDCRS score 19 have also been associated with the provider’s 
level of general education. 
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2. Specialized Training Related to Child Care Provision 

Correlational studies consistently show that past training is related to more desirable provider behaviour. 
Two large U.S. national studies found that previous training is associated with higher rates of helping 
children, dramatic play and language stimulation , 20 and more frequent positive provider behaviours such 
as positive physical contact and responsiveness , 21 Smaller American studies have also reported that 
previous training is associated with higher rates of responsiveness and sensitivity , 22 and more time spent 
directly relating to and playing with the children , 23 One study went beyond correlations to use a statistical 
procedure that permits determination of the extent to which care providers’ characteristics predict 
outcome. The researchers found that previous specialized training predicted the likelihood of adult/child 
interactions involving language, as well as the level of the children’s social play with peers and cognitive 
functioning . 24 Another study found that training in child care (a composite measure that combined formal 
ECCE education and family child care-specific training) accounted for over half of the variance in FDCRS 
scores , 25 

The extent to which providers participate in ongoing professional development is also a factor that 
contributes to quality care, and reflects providers’ commitment to and interest in their career. Susan 
Kontos’ review of the literature 26 concluded that provider satisfaction is a consistent outcome of provider 
training, and Kathy Modigliani has suggested that participation in training, including ongoing professional 
development workshops, serves the additional purpose of helping providers network, thereby enhancing 
their opportunities for mutual support and reinforcing their interest in further training . 27 

The literature on the effects of specific training courses for people already providing family child care is 
inconsistent and less positive , 28 Only a few studies have been conducted on the impact of training on 
providers already in the field. The inconsistency of the results reflects, in part, the fact that the training 
given varies considerably in content, depth and duration, and providers also have differing needs 
according to their background and experience. Some evidence suggests that individual training (mentoring 
or coaching) is particularly useful for providers who are not affiliated with any professional child care 
organization . 29 

A recent Canada-wide survey of providers found that sometimes training fails to meet their perceived 
needs . 30 The Canadian National Family Day Care Training Project is actively working with the family 
child care community and other key players in an effort to develop a variety of approaches to training that 
will meet the needs of providers with different levels of experience and be available through a variety of 
formats . 31 

Provider turnover is a particular concern in family child care since the child then has to adjust to a new 
adult, a new physical setting and, quite often, a new peer group. Two studies report a lower turnover rate 
among providers who have specialized training . 32 In both cases, the researchers suggest that training may 
modify stress levels by enabling providers to cope more effectively with the daily challenges of providing 
care and education for a group of unrelated children. 



The Availability of Support 

Most providers report receiving support from a network of adults, including their immediate family, 
neighbours, friends and relatives . 33 The value of this support is illustrated in two Canadian studies. The 
first found that the level of family child care quality, as measured by the DCHERS , was highest in homes 
where family members provided a high degree of support for each other . 34 In the second study, there was a 
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high correlation between the provider’s level of job satisfaction and her perception of the amount of support 
she received from her family. 35 In this study, support from licensing officials and the provincial family child 
care organization was also correlated with feelings of job satisfaction. However, the relationship was not as 
strong. An American study found that providers who reported higher levels of support from family, friends, 
neighbours and community organizations also reported lower levels of perceived stress and higher levels of 
job satisfaction. 36 A second study from the United States reports a correlation between job satisfaction and 
perceived support from the client parents. 37 

More formal sources of support include government licensing officials, family child care agencies and child 
care organizations. The remainder of this section reviews studies that have examined these types of support. 



1. Support from Licensing Officials 

A Manitoba study reports an association between the perceived level of support from the government 
licensing official and the level of the provider’s job satisfaction. 38 In British Columbia, nearly a third of 
providers whose homes were rated as high quality (30.4%), in comparison to 1 7.4% of providers from “low 
quality” homes, cited the government licensing official as one of their sources of support. 39 



2. Agency Sponsorship 

In jurisdictions that use a family child care agency model, the provincial government contracts with or 
licenses agencies that are responsible for recruiting, screening, training, supervising and supporting 
providers who themselves are not individually licensed. In Canada, agencies are required to monitor 
providers through periodic home visits and may also provide training or other assistance, such as equipment 
loans. Five Canadian provinces 40 and several U.S. states use the agency model to regulate and support 
family child care. 

In Ontario, when agency-sponsored providers were compared with unregulated providers, the agency 
providers obtained higher Total scores on the DCHERS. 4] They also obtained higher scores on the DCHERS 
sub-scales related to active involvement with the children, use of routines as learning opportunities, helping 
children understand language, and the provision of varied and balanced activities. 

Studies from other jurisdictions report inconsistent results when comparing providers on the basis of agency 
affiliation. A large U.S. national study found that sponsored providers had higher rates of interaction with 
children than either independently licensed or unregulated providers. 42 They also spent more time in 
activities that would encourage motor or language development, such as direct teaching, playing with the 
children and engaging them in conversation. No information is given about the level or types of support 
provided by the agencies. A single-state study reported no differences on the FDCRS between sponsored 
and non-sponsored providers. 43 Again, there is no information about the agency role in that state. 

Data obtained from agency directors in the present study revealed that agencies can vary greatly, both 
across jurisdictions, and even within a province, in the nature of supports and resources that are made 
available to providers. 44 These differences appear to be related, in part, to the level and kind of financial 
support available to agencies from the provincial government to supervise, train and support providers, as 
well as to differences in philosophy about the role of the agency vis-a-vis its providers. In some provinces, 
such as Ontario, agencies and child care resource programs may make available complementary forms of 
support to local providers. 
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3. Support from Child Care Organizations 

Providers who are actively involved with a family child care organization or network have been rated as 
more sensitive and responsive than those without such affiliation. 45 A study of providers in Manitoba found 
an association between the perceived level of support obtained from a family child care organization and 
providers’ job satisfaction. 46 The Vancouver Day Care Study also noted that providers offering higher-quality 
care had both deeper and more diverse support systems, and were far more likely to be affiliated with a 
family day care association. In contrast, an American study reported no difference in job satisfaction between 
providers who were or were not affiliated with a provider network. 47 In this study, 47% of the unaffiliated 
group, in comparison to 20% of the “networked” providers, were still in their first year of providing care. As 
noted by the researcher, providers who had been looking after children for less than a year “may not have had 
sufficient time to experience isolation and burnout.” 48 Three studies report that members of child care 
organizations obtain higher scores on a global measure of quality, either the DCHERS or the FDCRS . 49 
Membership in family child care associations and professional organizations may indicate a greater sense of 
professional identity as a family child care provider. 



Intentionality 

The term “intentionality” encompasses elements such as making a conscious choice to provide child care 
rather than engage in some other form of work, and a commitment to family child care as a long-term career. 
Kontos and her colleagues have suggested that intentionality consists of a broad pattern of actions and 
motivations that are associated both with sensitive and responsive care for children and with process 
quality. 50 These include seeking out opportunities to learn about child care and children’s development, being 
planful and creative in organizing activities for the children, and seeking out the company of other providers. 

One aspect of data analysis in the Vancouver Day Care Research Project involved comparing providers with 
the highest and lowest scores on the DCHERS. Information collected through a structured interview with 
each provider revealed that nearly half, 47.8%, of the providers in the low-quality group would have 
preferred to be engaged in another type of employment in contrast to 2 1 .7% of those in the high-quality 
group. The group of providers who stated that they viewed family child care provision as their chosen 
profession obtained DCHERS scores substantially higher than those of the other providers. 51 

The multi-state U.S. study of family child care and relative care also found that providers whose stated 
reason for giving care was a desire to work with children were rated as more sensitive and responsive than 
others in the sample. Those who expressed a commitment to family child care as a career were also rated as 
more sensitive than others and obtained higher scores on the FDCRS. Sixty-five percent of the providers who 
identified family child care as their chosen occupation obtained FDCRS scores indicative of good quality, 
while most of the others were giving what the researchers identified as “adequate/custodial care.” In contrast, 
81% of the providers who identified family child care as temporary employment obtained a FDCRS scores 
indicative of inadequate care. 52 



Summary 

The following four key elements have appeared in the research literature as consistent contributors to the 
quality of children’s experiences in family child care: (1) ratio; (2) the provider’s level of formal education 
and family child care-specific training; (3) the nature and extent of the supports available to the provider; and 
(4) her motivation to provide child care, her feelings about the occupation and her commitment to providing 
high-quality care. Other variables, such as length of experience as a provider and demographic 
characteristics, have not been found to be related to measures of process quality. 
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Appendix D 

Home Child Care Program 

Questionnaire 



General instructions 

We are interested in learning more about how your home child care program operates and the challenges 
you face. Therefore, we are asking information about the children enrolled, your caregivers, and program 
practices. This information, collected from Alberta, Ontario and Quebec, will help us to better understand 
the agency home child care model. 

The survey is to be completed only by the home child care program director/owner or a person delegated 
by the director/owner. Please provide an answer to each question unless specifically instructed to skip a 
question. If we have not provided enough space for your answer to any question, please add your 
additional comments in the page margin or the space provided at the end of the questionnaire. 

All the information that you provide will be treated confidentially. We will code the information you 
provide so that it cannot be traced back to you or to your agency. Absolutely no identifying information 
regarding individual responses will ever be released or published. Information will only be reported as 
group data. 

The survey will take about an hour to complete. Please return the questionnaire in the self-addressed 
stamped envelope that was sent with it. 

If you have any questions about this survey or the study please contact the Site Coordinator for 
your province: 

Name: Toll-free number: 
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Section A: Your Organization 

A1 . Which of the following best describes your home child care program? Please put a check mark ( */ ) beside only one 
response. 

Q A stand-alone organization (that is, we only provide home child care) 

Q Part of an organization that offers other child care services (e.g. group care) 

Q Part of a multi-service organization that offers a variety of community and family services 

Q Other, please specify 

A2. When did your home child care program start operation? 

19 

A3. How many children are currently enrolled in your child care program in each of the age groups below? Please write in a 
number or N/A beside each age group. 

a) Age 5 or younger children 

b) Over age 5 children 

A4. How many children started care in your home child care program and how many left it during the past 12 months? Please 
write in a number or N/A beside each age group. 

Age group # of children who started care # of children who left care 

a) Age 5 or younger 

b) Over age 5 

A5. How many active caregivers are currently with your home child care program? 

caregivers. 



A6. How many home visitors are employed by your home child care program? 

a) Full-time (30 hours or more per week) 

b) Part-time (less than 29 hours per week) 



A7. We would like to get a sense of the range of fees that parents pay for home child care. What is the usual (average) rate a 
full-fee parent would pay in each of the following three situations? Quote by day or month, whichever is easier for you. 

For care provided from 8:00 a.m. to 5:30 p.m,, Monday to Friday, for a child who does not have any special needs: 

a) Nine-month-old infant 

.$ per day OR 

$ per month 
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$ per day 

OR $ per month 

c) For care provided to a seven-year-old, who does not have special needs, and is in care over lunch and after school for a 
total of four hours a day 

$ per day 

OR $ per month 

A8. Does your home child care program serve a community with any of the following special circumstances? Please put a check 
mark beside all that are appropriate. 

Q High immigrant population 

I I Low socio-economic area 

I I Large geographic area (rural community) 

I I Community with high levels of seasonal employment 
I I Community with high levels of chronic unemployment 
I I Community with specific language and/or cultural needs 



Section B: Relationships with Families 

B1 . Which, if any, of the following pre-placement services do you provide to families? Please put a check mark beside all that 
apply. 

I I Telephone interview to determine the child care needs/preferences 
I I Face-to-face interview with parent only to determine the child care needs/preferences 
I I Face-to-face interview with parent and child to determine the child care needs/preferences 

I j Information/orientation sessions to explain home child care program policies and procedures, services, rights and 
expectations 

I I Written information/packages to explain home child care program policies and procedures, services, rights and 
expectations 

I I Other similar services, please specify: : 

B2. How are placements made? Select all that apply. 

I I Home child care program staff match family with caregiver 
I I Families are provided with a short list of selected caregivers 
I I Families are provided with the list of all the home child care program's caregivers 

I I Other, please briefly describe/identify 

B3. Does the home visitor participate in parent and caregiver pre-placement interviews? 

□ No 
Q Yes 
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B4. Which, if any, of the following ongoing services does your home child care program provide to families if needed or 
requested? Select all that apply. 

□ Assistance In applying for a government fee subsidy for low income families 

□ Information/education regarding child health, guidance 

□ Information/education regarding partnering with your caregiver 

□ Contact (phone or in-person) on a regular basis to discuss any concerns 

□ Mediation/assistance with child care related problems 

□ Involvement with regular evaluation of the care provided and agency services 

□ Newsletters/bulletins 

□ Opportunity to participate on Board of Directors, Advisory Committees, etc. 

□ None of the above 

□ Other, please specify: 



Section C: Caregivers 

Cl . Considering all your current active caregivers, approximately what percentage would you estimate to have been with your 
home child care program for: 



a) Less than one year % 

b) One to three years % 

c) Three to five years % 

d) Five to ten years % 

e) Ten or more years % 



C2. In the past 12 months, what were the three main (most frequent) reasons that caregivers left the home child care program 
voluntarily? Please indicate no more than three reasons. If no caregivers left voluntarily, skip to C3. 



a) Family responsibilities 

b) Family move 

c) To work outside the home 

d) To provide care privately 

e) To go to school 

f) Found work too stressful 

g) Health reasons 

h) Dissatisfied with income 

i) Don't know 



j) Other, please specify 



C3. How many homes did the agency close in the past 12 months? Please write in a number or N/A. 
homes closed. If none, skip to C 5. 
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C4. How many homes were closed by the home child care program in the past 12 months for each of the following reasons? 
Please indicate the single primary reason for each closure. Write in a number or N/A beside each option. 

a) Insufficient demand for care in home's area 

‘ b) Caregiver consistently failed to meet agency/regulatory requirements 

c) Home/environment consistently failed to meet requirements 

d) Complaints from parents 

e) Other, please specify 

C5. What desired/recommended training requirements for caregivers does your home child care program have? Write in N/A if 
none. 

a) Pre-placement: 

b) Ongoing: 

C6. In which, if any, of the following circumstances would a caregiver receive a higher than usual payment per child? Please 
indicate all that apply. 

I I Caregiver has reached a certain level of experience with our home child care program (e.g. an increase after a certain 
period of time with the home child care program) 

□ Caregiver has an ECE certificate or has completed the Step Ahead program 

□ Caregiver is looking after a child who has been diagnosed as having a special need by a physician or other health 
professional 

□ Caregiver is providing extended care {e.g. weekend, overnight) 

□ None of the above 

□ Other, please specify: 

C7. What procedure, if any, do you have for periodic performance evaluation or developing an individual professional 
development plan for caregivers? Please describe, including its usual frequency, or write in N/A if none. 



C8. What course of action is taken if there are concerns about a caregiver's performance or the home environment? 



Section D: Home Visitors 

D1. What are average home visitor case loads? Please write in a number or N/A (not applicable) 
homes OR 

children for a full-time home visitor (or FTE if all are part-time) 
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D2. What qualifications, if any, are home visitors required to have to be employed by your home child care program? Please 
identify both experience and education requirements. Write in N/A if there are no particular requirements. 

a) Prior experience required: 

b) Educational requirements: 



D3. What, if any, requirements do you have for home visitors to participate in ongoing professional development? Please 
identify or write in N/A if no requirements. 



D4. How many, if any, of your agency's home visitors have experience as home child care providers? Please write in a number 
or N/A. 



Home visitors 



Section E: Supports to Caregivers 

El . Sometimes there is a difference in the frequency and length of home visits to new caregivers (those with less than one year 
experience) and more experienced caregivers. Please indicate which of the following apply to the usual practice with new 
caregivers in your home child care program. Check off more than one answer if appropriate. 

a) New caregivers receive more home visits 

b) Home visits to new caregivers usually last longer 

c) Home visits tend to be at the same frequency for all caregivers 

d) Home visits tend to last about the same length of time for all caregivers 

e) The frequency and duration of the home visits is determined by the individual needs of the caregiver 

E2. On average, how often do planned home visits occur for an experienced caregiver (one who has been with the your 

program for more than a year), assuming a home where there are no specific concerns or problems? Please check off one 
option only. 

Q More than once a month 
\ j Once a month 
Q Once every two months 
Q Once every three months 

□ Less than once every three months. How often? 

E3. On average, how long is a planned home visit? 

minutes or 

hours 



□ 

□ 

□ 

□ 

□ 



E4. Does your agency specifically facilitate networking/contact among caregivers? 
i j No 

Q Yes. Please describe how the agency facilitates caregiver networking 
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E5. 



Which, if any, of the following are provided to caregivers by your home child care program? Please 
beside each option. 

Support Service 

a) Provision of workshops/conferences at no charge to the caregiver 

b) Payment of fees for training/PD activities that the caregiver would otherwise have to pay for 

c) Payment of the caregiver's child care expenses while she/he participates in training 

d) Provision of free alternate care while the caregiver participates in training or PD activities 

e) Free on-site child care while participating in training 

f) Paid time off to participate in training 

g) Free transportation to training/PD activities 

h) Free one-to-one training in the caregiver's home 



indicate yes or no 



□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 



□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 



E6. Your agency may provide a range of services to caregivers, with or without charge, from newsletters to play groups or 
equipment loans. Please tell us what you think are the three most important / valuable services you provide to your 
caregivers. Do not include home visits or training in your list. 



1 . 

2 . 

3. 



E7. Does your home child care program currently provide care to any child with a special need {a physical or intellectual 
disability or emotional disorder diagnosed by a physician or other health professional)? 

□ No 

I I Yes. Please identify what, if any, supports are available to caregivers looking after children with special needs, for 
example, special training or respite care. 



E8. What process or arrangement is there for a caregiver to reach a home child care program staff person in an emergency 
after office hours? 



E9. How is alternate care arranged when a caregiver becomes ill or has an emergency in her own family? 



E10. Approximately how many of the caregivers with your home child care program, if any, have acted in the following 
capacities in the past 12 months? Please write a number or don't know beside each option. 

Trainers, workshop leaders 

Mentors (providing support to other caregivers) 

Served on Board of Directors (write in N/A if no Board) 

Served on Advisory, Training or other agency committees 

El 1 . Does your home child care program have any special way in which it acknowledges the contribution of caregivers as a 
group and/or those who provide exemplary care? 

□ No 

I I Yes. Please describe 



o 

ERIC 



162 



APPENDIX D *| 47 



you bet 



I CARE 



Section F: Final Thoughts 



To what extent has each of the following been a major issue for your home child care program? Please circle your choice for 
each on the one to five scale, 1 indicating not a major issue and 5 indicating a very major issue. 



Not a 


major issue 






A very major issue 


Caregiver turnover 


1 


2 


3 


4 5 


Recruiting caregivers in general 


1 


2 


3 


4 5 


Recruiting caregivers to match the cultural/ 
ethnic diversity of the families we serve 


1 


2 


3 


4 5 


Ensuring that we have supports that are 
appropriate for experienced caregivers 
as well as beginning caregivers 


1 


2 


3 


4 5 



What has been the impact on your home child care program, if any, of changes in government policies, regulations and/or 
funding in the past three years? 



F3. What do you consider to be the three greatest strengths of your home child care program? 

1 . 

2 . 

3. 



F4. What, if anything, would you most like to change in your home child care program? 

1 . 

2 . 

3. 



Thank you for completing this survey. We realize that filling it out took both time and effort and we appreciate your assistance. 
Are there any comments, thoughts, or suggestions that you would like to share with us? 

Additional comments: 



Please return the completed questionnaire in the self-addressed, stamped envelope that was provided. 
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Appendix E 

Questionnaire for Individually 
Licensed Providers 

General instructions 

The purpose of this questionnaire is to develop a better understanding of home-based child care. Therefore, 
it seeks information about your experiences, the multiple roles you have, and your feelings about the system 
that you work in. The findings of this study will draw attention to what is involved in providing child care in 
a home setting. 

We encourage you to answer each question unless specifically instructed to skip a question or questions. 
Please feel free to add any additional comments in the page margin or the space provided on the final page. 

Here are answers to some questions that you might have. 

• Will my answers be confidential? Yes. All the information you provide will be treated confidentially. 
Absolutely no identifying information regarding individual responses will ever be released or published. 
Information will only be reported as group information. 

• What if I decide to withdraw before completing the questionnaire? The choice of whether to take part 
is up to you. If you decide to withdraw at any time, you may. 

• How much time will be required? We have set up the questionnaire in stand-alone sections. You can 
either do it section by section, as you have the time, or tackle it all at once. Most of the questions simply 
ask you to choose from a list of possible responses. It takes about an hour to complete the whole thing. 

• When and how should the questionnaire be returned? The person coming to your home will pick up 
the completed questionnaire when she visits. 

If you have any questions about this survey or the study please contact the Site Coordinator for your 
Province or Territory: 

Name Toll-free telephone number 
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Section A: Child Care Experience 

Al. People who care for other people's children use a variety of terms to identify themselves. Which word/phrase do you 
usually use to describe your work? Please put a check mark ( ✓ ) beside only one option. 

Q Caregiver 

□ Family child care provider 

□ Early childhood educator 

□ Babysitter 

□ Other, please specify 

Note: For consistency, we will use the term "caregiver" throughout this questionnaire. 



A2. How did you become interested in being a home-based caregiver? If several of the following reasons apply, please put a 
check mark { ✓ ) beside no more than three of them. 

□ I was looking for a way of earning income while caring for my own child(ren) 

□ I love children and wanted to work with them 

□ A friend/relative/neighbour was seeking care 

□ I was unable to find child care for my own children 

□ I wanted companions for my child(ren) 

□ Other employment options were not available 

□ I responded to an advertisement for caregivers 

□ I had worked in a child care centre and wanted to operate my own program 

□ Other, please specify 



Please put a check mark ( ) beside each of the following forms of child care that you have provided and write in the 

length of time in years for each. 

Type of Care Length of Time (in years) 

□ In your home as a licensed caregiver 

□ In your home as an unlicensed caregiver 

□ In a child care centre 

□ In a child's home as a nanny/paid caregiver (do not include occasional 

babysitting as a teenager) 
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A4. Why did you decide to become licensed? If several reasons apply, please indicate no more than three reasons. 

□ As a means of finding client families 

□ To be able to care for more children than permitted as an unlicensed caregiver 

□ As a way of getting in touch with other caregivers 

Q As a way of getting more support (such as training, equipment loans) 

Q To enable me to care for families who were receiving subsidy 

□ To demonstrate to parents that my care met standards of quality 

□ To be more professional 

Q Other, please specify 
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Section B: The Children in Your Care 

B1. Starting with the youngest child currently in paid care, indicate the child's age in years and months. Then the approximate 
number of hours per week the child is in your care and when the child entered your care. 



Child's age 
(years & months) 

2 yrs, 4 months 

1 

2 

3 

4 

5 

6 

7 

8 

9 



Child # 

Example: 



Approximate 
number of hrs/wk 



Entered my care 
(month & year) 



45 hours 



April 1998 



B2. In all, how many families are you currently providing care for? 

families 

B3. How many children began regular care in your home in the past 12 months? 

children 

B4. Other than temporary periods, e.g. summer holidays, how many children left your care in the past 12 months? 
children 

B5. How many of the children in your care are receiving a government fee subsidy for low-income parents? 
children receiving fee subsidy for low-income parents. 
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Section C: Working Conditions, Income, and Benefits 

Cl . Using last week as your guide, identify the days of that week when you looked after child care children. Then, for each of 
these days, indicate the time the first child arrived (start time), the time the last child left (finish time), and the total number 
of hours that child care children were in your home. 

Day Start time Finish time Total hours 

(time 1st child arrived) (time last child left) (child care children 

were in your home) 

Monday 



Tuesday 



Wednesday 



Thursday 



Friday 



Saturday 



Sunday 



C2. Approximately how many hours a week do you spend on child care-related duties such as paperwork, preparing activities 
and meeting parents when there are no child care children present? 

Approximately hours per week. 

C3. What would a full-fee parent pay in each of the following situations? If you do not have a child of one of the ages listed, 

please estimate what you would charge. Write in the rate on an hourly OR daily OR monthly basis, whichever is easiest for 
you. 

For care provided from 8:00 a.m. to 5:30 p.m., Monday to Friday, and the child does not have any special needs: 

a) For a nine-month-old infant 

$ an hour OR 

$ a day OR 

$ a month 

b) For a three-year-old child 

$ an hour OR 

$ a day OR 

$ a month 

c) For a seven-year-old child who does not have any special needs on a day when the child is in your care for lunch and 
after school for a total of four hours of care 

$ an hour OR 

$ a day OR 

$ a month 

C4, Have you raised the fees you charge full-fee parents in the past three years? 

I I No 
I I Yes 
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C5. What was your gross income (income before deductions or expenses) from child care provision in 1998? Put a check mark 
in the appropriate box. 



□ 


less than $4,999 


□ 


$5,000 - 


$9,999 


□ 


$10,000 


- $14,999 


□ 


$15,000 


-$19,999 


□ 


$20,000 


- $24,999 


□ 


$25,000 


- $29,999 


□ 


$30,000 


- $34,999 


□ 


more than $35,000 



C6. Approximately how much of the 1998 income you earned from child care was spent on child care-related expenses (for 
example, food, toys)? 



□ 


less than 15% 


□ 


15% ■ 


■ 29% 


□ 


30% ■ 


- 44% 


□ 


45% ■ 


■ 59% 


□ 


60% ■ 


■ 75% 



C7. Approximately what percentage of the total cost of maintaining your household is covered by your child care earnings? 

□ 80% to 100% of the cost of maintaining my household 
I I Over 50% but less than 80% of the cost 

I ) Over 25% but less than 50% of the cost 
I I Less than 25% of the cost 

C8. In total, in the past 12 months how many weeks did you personally provide child care? Exclude your vacation and days 
when an alternate or substitute looked after your child care children. 

□ 52 weeks 

□ 48 - 51 weeks 

□ 36 - 47 weeks 

□ 24 - 35 weeks 

□ less than 24 weeks 

C9. In the past 12 months: 

a) How many days did you not provide care because you took a vacation? 

days 

b) How many days did you want to provide care but had no child care children? 

days 

c) Did you have any unfilled spaces that you would have liked to have filled? 

I I Yes 

□ No 
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Which of the following are available to you as a licensed caregiver? Check all that apply. 

□ Orientation session to explain licensing requirements and policies 

□ Sample parent contracts, attendance forms, etc. 

□ Written policy/procedure manual 

□ Regular written performance appraisal/evaluation 

□ An appeal procedure for situations such as parent complaint, suspended license 

□ None of the above 



Cl 1 . Please indicate on the following table whether or not you have/receive any of these benefits. If receiving the benefit 
depends on the particular child, put a check mark in the "sometimes" column. 



Benefit 


Yes 


No 


Sometimes 


a) Payment in the event of a child's absence due 


□. 


□ 


□ 


to illness or family holidays 


b) Payment for statutory holidays, e.g. New Year's 


□ 


□ 


□ 


Day 


c) Payment for overtime, e.g. late pick-up 


□ 


□ 


□ 


d) Payment in the event of a child being withdrawn 


□ 


□ 


□ 


from care without notice 


e) Disability insurance (short- or long-term) 


□ 


□ 


□ 


f) Liability insurance 


□ 


□ 


□ 



C12. Generally speaking, how easy is it for you to take time off when you have to? Circle your choice on the 1 to 5 scale with 1 
indicating not difficult, whether absences planned or unplanned, and 5 very difficult. 

Not difficult 1 2 3 4 5 Very difficult 



Section D: Supports 

D1. Do you network formally or informally with other home-based caregivers? Check all that apply 

□ Yes, through an organized association/network 

□ Yes, informally with other caregivers I know 

□ No 

D2. On average, how often do you speak or meet with other caregivers? 

times per month 

D3. Which, if any, of the following child care organizations or associations do you currently belong to? Select all that apply 

□ A local caregiver network or association in my community 

Q A family resource program (FRP) or child care resource and referral program (CCRRP) 

□ A provincial or territorial child care organization 

□ The Canadian Child Care Federation (CCCF) 

□ The Child Care Advocacy Association of Canada (CCAAC) 

□ Other, please specify 

Q None 
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Please indicate whether you have used any of the following services or community programs in the past 12 months and 
generally how often you use them. 

Service Used? Frequency of use 



a) Playgroups 



No Q 



b) Drop-in for adults and children 



No □ 



c) Library story hour 



No □ 



d) Other adult and child activities (e.g. Gym and Swim) 



No Q 



e) Toy-lending library 



No Q 



f) Large equipment loans (e.g. cots, climbers) 



No Q 



g) Opportunities for bulk buying (e.g. food, craft supplies) 



No □ 



h) Resource library (e.g. for books, videos on child care) 



NoQ 



i) Telephone support or advice on child care matters 



No Q 



Yes Q Weekly Q 

Monthly I \ 
Occasionally Q 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes Q Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 

Yes □ Weekly □ 

Monthly □ 
Occasionally □ 



D5. Are there any services that you use that we have missed? 

□ No 

□ Yes, please identify 



D6. Are there any services that exist in your community and you would like to use but cannot? 

□ No 

□ Yes 

a) Please identify the service (s) 

b) What is the nature of the difficulty (e.g. lack of transportation, fee charged) 
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Section E: Your Feelings About Caregiving 

El . Which statement best describes how you view your job as a home-based child caregiver? Indicate only one choice. 

1 see home child care as: 

Q My chosen occupation 

Q A stepping-stone to other work in the child care or a related field 
Q Not my chosen occupation but good while my children are young 
Q Something I'm doing until a better job is available 
Q None of the above 

E2. In your opinion, what are the three most positive aspects of providing home child care? Write in the three that are most 
important to you. 

1 . 

(most positive) 

2 

(second most positive) 

3. 

(third most positive) 

E3. In your opinion, what are the three most negative aspects of providing home child care? Write in the three aspects that you 
feel are the most negative. 

1 . 

(most negative) 

2 . 

(second most negative) 

3. 

(third most negative) 

E4. Do you expect to be providing home child care three years from now? 

Q No. Why not? 

□ Yes. Why? 

Q Don't know 

E5. If you were choosing a career now, would you choose home child care? 

Q No. Why not? 

□ Yes. Why? 

Q Don't know 
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Section F: Feelings About Your Work Situation 

FI . We all experience some stress in connection with our work. In the following chart we have indicated several possible 
sources of stress. Please indicate on a scale of 1 to 5 (1 indicating no stress and 5 indicating a great deal of stress) how 
much stress you experience from each of these sources. Put a check mark in the "Doesn't apply" column if a source is not 
applicable to your situation. 



Possible sources of stress Doesn't apply 

a) Expectations of spouse/partner Q 


No stress 
1 


2 


A great deal of stress 
3 4 5 


b) Meeting the needs of my own 


□ 


1 


2 


3 


4 5 


family while providing child care 


c) Problems with parents (late pick-ups, 


□ 


1 


2 


3 


4 5 


late payments, etc.) 


d) Dealing with licensing rules/regulations 


□ 


1 


2 


3 


4 5 


e) Income fluctuations 


□ 


1 


2 


3 


4 5 


f) Lack of privacy for me and my family 


□ 


1 


2 


3 


4 5 


g) Expectations of parents of child care 


□ 


1 


2 


3 


4 5 


children 


h) Helping new families and children adjust 


□ 


1 


2 


3 


4 5 


i) Children leaving care 


□ 


1 


2 


3 


4 5 


j) Financial concerns re: lack of benefits, 


□ 


1 


2 


3 


4 5 


e.g. lack of pension 



F2. To what extent do you feel that you have control over most of the important things that affect your satisfaction with your 

job? Circle your choice on the 1 to 5 scale, 1 indicating a feeling of little control over some important things and 5 indicating 
plenty of control. 

Little control 1 2 3 4 5 Plenty of control 



Section G: Licensing 

G1 . In the past 12 months, how often has the licensing person (government consultant) visited your home? 

G2. On average, how long does a visit from the licensing person (government consultant) last? 

G3. How helpful do you find the licensing person (government consultant) visits? Circle your response on the scale from 1 to 5 
(1 indicating not helpful, 5 indicating very helpful). 

Not helpful 1 2 3 4 5 Very helpful 
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Section H: Educational and Professional Background 

HI. What is the highest level of education that you have completed? 

□ Some high school 

□ High-school diploma 

□ Some college/university, but did not complete certificate/diploma/degree 

□ Completed college/university, please specify certificate/diploma/degree received: ■ 

H2. > Which, if any, of the following home child care provider training courses have you completed? 

□ Step Ahead (Alberta Association of Family Day Care Homes) 

□ Good Beginnings (The Western Canada Child Care Association of B.C.) 

□ Training Plan for Family Day Care Providers Manual (Family Day Care Assoc, of Manitoba) 

□ B.C.'s 150-hour orientation to child day care course 

□ Saskatchewan's 120-hour orientation to child day care course 

□ None of the above 

H3. Have you completed any certificate, diploma or degree courses specifically related to children or child care through a 
community college, university or other post-secondary institution? (Please exclude first aid and CPR certificates and 
anything identified in the previous question). 

□ No 

□ Yes . Please indicate the certificate, diploma or degree and the duration of the program in the appropriate box in the 
following table. You may indicate more than one if appropriate, e.g. an early childhood certificate and a degree in 
teaching. 



Area studied 


Certificate 


Diploma 


University degree 


Program length 
(e.g 10 months) 


Early childhood education 










Child development 










Teaching 










Child and Family Studies 










Other, please specify 











Are you currently enrolled in a certificate, diploma or degree program at a college, university or other post-secondary 
institution? 

□ No 

□ Yes. Please specify type of program (e.g. certificate, diploma, degree) and area of study (if applicable) 

Type of program: 

Area of study (e.g. ECE): 
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H5. Have you participated in any professional development activities during the past 3 years, for example conferences, 
workshops or courses? 

I I Yes 

I I No. Skip to Section J 

H6. How many of each of the following activities related to child care did you participate in during the past 3 years? 

a) Conference 

b) Workshop/seminar 

c) Non-credit course 

d) Credit course 

e) Other, please specify 

H7. Why do you participate in professional development activities? Please check all that apply. 

I I To meet the training requirement of the licensing system 
I I To get information on a particular problem/area of concern 
I I To learn more about the work I do 
I I To network with other caregivers 
I I To be able to charge higher fees 

I I Other, please specify 

H8. Of all the professional development activities that you participated in during the past three years, which was most helpful 
and why/how? 



Section J: Personal Background 

J1. What was your age on your last birthday? 

I I Under 20 

□ 20-29 

□ 30-39 

□ 40-49 

□ 50-54 
Q Over 55 
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J2. What is your marital status? 

□ Married or living with a partner 

□ Single (includes separated, divorced or widowed) 

J3. Please indicate the number of children in each of the following age groups who live with you full or part-time: 

Q None 

□ Children 0 to 35 months old 

□ Children 3 to 5 years old 
Q Children 6 to 1 1 years old 
Q Children 12 to 18 years old 

□ Children over 18 years old 

Section K: Recommendations 

K1. If a friend told you she was thinking about becoming a home-based caregiver, what three pieces of advice would you give 
her? 

1 . 

2 . 

3. 

Thank you for completing this questionnaire. We realize that it took time and effort. Are there any comments, thoughts or 
suggestions that you would like to share with us? 



Additional comments: 



The person coming to your home will collect your completed questionnaire when she visits. 
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Appendix F 

Agency Caregiver Questionnaire 



General Instructions 

The purpose of this questionnaire is to develop a better understanding of home-based child care. Therefore, 
it seeks information about your experiences, the multiple roles you have, and your feelings about the system 
you work in. The findings of this study will draw attention to what is involved in providing child care in a 
home setting. 

We encourage you to answer each question unless specifically instructed to skip a question or questions. 
Please feel free to add any additional comments in the page margin or the space provided on the final page. 

Here are answers to some questions that you might have. 

• Will my answers be confidential? Yes. All the information you provide will be treated confidentially. 
Absolutely no identifying information regarding individual responses will ever be released or published. 
Information will only be reported as group information. 

• What if I decide to withdraw before completing the questionnaire? The choice of whether to take 
part is up to you. If you decide to withdraw at any time, you may. 

• How much time will be required? We have set up the questionnaire in stand-alone sections. You can 
either do it section by section, as you have the time, or tackle it all at once. Most of the questions simply 
ask you to choose from a list of possible responses. It takes about an hour or a little longer to complete 
the whole thing. 

• When and how should the questionnaire be returned? The person coming to your home will pick up 
the completed questionnaire when she visits. 

If you have any questions, contact the Site Coordinator for your Province or Territory: 

Name Toll-free telephone number 
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Section A: Child Care Experience 

A1 . People who care for other people's children use a variety of terms to identify themselves. Which word/phrase do you 
usually use to describe your work? Please put a check mark ( ✓ ) beside only one option. 

□ Caregiver 

□ Family child care provider 

□ Early childhood educator 

□ Babysitter 

□ Other, please specify * 

Note: For consistency, we will use the term "caregiver" throughout this questionnaire. 

A2. How did you become interested in being a home-based caregiver? If several of the following reasons apply, please put a 
check mark ( ✓ ) beside no more than three of them. 

□ I was looking for a way of earning income while caring for my own child(ren) 

□ I love children and wanted to work with them 

□ A friend/relative/neighbour was seeking care 

□ I was unable to find child care for my own children 

□ I wanted companions for my child(ren) 

□ Other employment options were not available 

□ I responded to an advertisement by an agency 

□ I had worked in a child care centre and wanted to operate my own program 

□ Other, please specify 



A3. Please put a check mark ( ✓ ) beside each of the following forms of child care that you have provided and write in the 
length of time in years for each. 

Type of Care Length of Time 

(in years) 

Q In your home as an agency caregiver 

Q In your home as an unlicensed caregiver 

□ In a child care centre 

□ In a child's home as a nanny/paid caregiver (do not include occasional babysitting as a teenager) 



A4. Why did you decide to work with an agency? If several reasons apply, please indicate no more than three reasons. 

□ As a means of finding client families 

□ Preferred having the agency deal with parents around contracts and money issues 

□ To be able to care for more children than permitted as an unlicensed caregiver 

□ As a way of getting in touch with other caregivers 

□ As a way of getting more support (such as training, equipment loans) 

□ To enable me to care for families who were receiving subsidy 

□ An agency recruited me to provide care 
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□ To demonstrate to parents that my care met standards of quality 

□ To be more professional 

□ Other, please specify 



Section B: The Children in Your Care 

B1 . Starting with the youngest child currently in paid care, indicate the child's age in years and months. Then the approximate 
number of hours per week the child is in your care and when the child entered your care. 

Child # Child’s age Approximate Entered my care 

(years 8 months) number of hoursfweek (month 8 year). 

Example: 2 yrs, 4 months 45 hours April, 1998 

1 

2 

3 

4 

5 

6 

7 

8 

9 



B2. In all, how many families are you currently providing care for? 
families 



B3. How many children began regular care in your home in the past 12 months? 

children 

B4. Other than temporary periods, e.g. summer holidays, how many children left your care in the past 12 months? 
children 

B5. How many of the children in your care are receiving a government fee subsidy for low-income parents? 

Children receiving fee subsidy for low-income parents 

Don't know how many are receiving fee subsidy for low-income parents 
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Section C: Working Conditions, Income, and Benefits 

Cl . Using last week as your guide, identify the days of that week when you looked after child care children. Then, for each of 
these days, indicate the time the first child arrived (start time), the time the last child left (finish time), and the total number 
of hours that child care children were in your home. 

Day Start time Finish time 

(time 1st child arrived) (time last child left) 

Monday 

Tuesday 

Wednesday 

Thursday • 

Friday 

Saturday 

Sunday 



Approximately how many hours a week do you spend on child care-related duties such as paper work, preparing activities 
and meeting parents when there are no child care children present? 

Approximately hours per week. 

For each of the following situations, please estimate the rate you would be paid by the agency, and the rate you would be 
paid by a full-fee parent in a private arrangement. If you do not accept children through a private arrangement, put N/A (for 
not applicable) in that column. If you are not paid by the day, write in your hourly or monthly rate. In this case, cross out the 
word "day" and write in "hour" or "month". 



Total hours 
(child care children 
were in your home) 



For care provided from 8:00 a.m. to 5:30 p.m., Monday to Friday, 
and the child does not have any special needs: 

a) For a nine-month-old infant 

b) For a three-year-old child 

c) For a seven-year-old child who does not have any 
special needs on a day when the child is in your care for 
lunch and after school for a total of four hours of care 



Agency 

placement 

$ a day 

$ a day 

$ a day 



Private 

arrangement 

$ a day 

$ a day 

$ a day 



C4. Has the agency raised the fees it pays you in the past three years? 

□ Yes 

Q Not applicable, I have not been with the agency for three years 

□ No 
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C5. What was your gross income (income before deductions or expenses) from child care provision in 1998? Put a check mark 
in the appropriate box. 



□ 


less thar 


i $4,999 


□ 


$5,000 - 


$9,999 


□ 


$10,000 


- $14,999 


□ 


$15,000 


- $19,999 


□ 


$20,000 


- $24,999 


□ 


$25,000 


- $29,999 


□ 


$30,000 


- $34,999 


□ 


more than $35,000 



C6. Approximately how much of the 1998 income you earned from child care was spent on child care-related expenses (for 



example, food, toys)? 


□ 


less than 15% 


□ 


15% ■ 


■ 29% 


□ 


30% ■ 


■ 44% 


□ 


45% ■ 


■ 59% 


□ 


60% ■ 


■ 75% 



C7. Approximately what percentage of the total cost of maintaining your household is covered by your child care earnings? 

□ 80% to 100% of the cost of maintaining my household 
I j Over 50% but less than 80% of the cost 

D Over 25% but less than 50% of the cost 

□ Less than 25% of the cost 

C8. In total, in the past 12 months how many weeks did you personally provide child care? Exclude your vacation and days 
when an alternate or substitute looked after your child care children. 

□ 52 weeks 

□ 48 - 51 weeks 

□ 36 - 47 weeks 

□ 24 - 35 weeks 

□ less than 24 weeks 

C9. In the past 12 months 

a) How many days did you not provide care because you took a vacation? 

days 

b) How many days did you want to provide care but had no child care children? 

days 

c) Did you have any unfilled spaces that you would have liked to have filled? 

I \ Yes 

□ No 
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Which of the following are available to you through your agency? Check all that apply. 

□ Orientation session to explain agency requirements and policies 

□ Written job description 

□ Written contract between me and the agency 

□ Sample parent contracts, attendance forms, etc. 

□ Written policy/procedure manual 

□ Regular written performance appraisal/evaluation 

□ An appeal procedure for situations such as parent complaint 

□ None of the above 

Cl 1. Please indicate on the following table whether or not you have/receive any of these benefits through the agency. 



Benefit 


Yes 


No 


a) 


Payment in the event of a child's absence due to illness or family holidays 


□ 


□ 


b) 


Payment for statutory holidays, e.g. New Year's Day 


□ 


□ 


c) 


Payment for overtime, e.g. late pick-up 


□ 


□ 


d) 


Payment in the event of a child being withdrawn from care without notice 


□ 


□ 


e) 


Disability insurance (short- or long-term) 


□ 


□ 


f) 


Liability insurance 


□ 


□ 



C12. Generally speaking, how easy is it for you to take time off when you have to? Circle your choice on the 1 to 5 scale with 
1 indicating not difficult, whether absences planned or unplanned, and 5 very difficult. 

Not difficult 1 2 3 4 5 Very difficult 



Section D: Supports 

D1 . Do you network formally or informally with other home-based caregivers? Check all that apply. 

□ Yes, through an organized association/network 

□ Yes, informally with other caregivers I know 

□ No 

D2. On average, how often do you speak or meet with other caregivers? 

times per month 

D3. In addition to your agency connection, which, if any, of the following organizations or associations do you currently belong 
to? Select all that apply. 

□ A local caregiver network or association in my community 

Q A family resource program (FRP) or child care resource and referral program (CCRRP) 

□ A provincial or territorial child care organization 

□ The Canadian Child Care Federation (CCCF) 

□ The Child Care Advocacy Association of Canada (CCAAC) 

□ Other, please specify 

Q None 



,Q 
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D4. Please indicate whether you have used any of the following services or community programs in the past 12 months and 
generally how often you use them. 



Service 

a) Play groups 

b) Drop-in for adults and children 

c) Library story hour 

d) Other adult and child activities (e.g. Gym and Swim) 

e) Toy-lending library 

f) Large equipment loans (e.g. cots, climbers) 

g) Opportunities for bulk buying (e.g. food, craft supplies) 

h) Resource library (e.g. for books, videos on child care) 

i) Telephone support or advice on child care matters 



Used? 




Frequency of use 


NoQ 


Yes Q 


Weekly Q 
Monthly Q 
Occasionally Q 


NoQ 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 


NoQ 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 


No Q 


Yes Q 


Weekly Q 
Monthly Q 
Occasionally Q 


No Q 


Yes Q 


Weekly Q 
Monthly Q 
Occasionally Q 


No Q 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 


No 1 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 


NoQ 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 


NoQ 


YesQ 


Weekly Q 
Monthly Q 
Occasionally Q 



D5. Are there any services that you use that we have missed? 

I ) No 

□ Yes, please identify 

D6. Are there any services that exist in your community and you would like to use but cannot? 

□ No 

I 1 Yes. 

a) Please identify the service (s) 

b) What is the nature of the difficulty (e.g. lack of transportation, fee charged) 

1B2 
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Section E: Your Feelings About Caregiving 

El. Which statement best describes how you view your job as a home-based child caregiver? Indicate only one choice. 

I see home child care as: 

□ My chosen occupation 

□ A stepping-stone to other work in the child care or a related field 

□ Not my chosen occupation but good while my children are young 

□ Something I'm doing until a better job is available 

□ None of the above 

E2. In your opinion, what are the three most positive aspects of providing home child care? Write in the three that are most 
important to you. 

1 . 

(most positive) 

2 . 

(second most positive) 

3. 

(third most positive) 

E3. In your opinion, what are the three most negative aspects of providing home child care? Write in the three aspects that you 
feel are the most negative. 

1 . 

(most negative) 

2. 

(second most negative) 

3. 

(third most negative) 

E4. Do you expect to be providing home child care three years from now? 

□ No. Why not? 

□ Yes . Why? 

□ Don't know 

E5. If you were choosing a career now, would you choose home child care? 

□ No. Why not? , 

□ Yes. Why? 

□ Don't know 
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Section F: Feelings About Your Work Situation 

FI . We all experience some stress in connection with our work. In the following chart we have indicated several possible 
sources of stress. Please indicate on a scale of 1 to 5 (1 indicating no stress and 5 indicating a great deal of stress) how 
much stress you experience from each of these sources. Put a check mark in the "Doesn't apply" column if a source is not 
applicable to your situation. 



Possible sources of stress Doesn't apply 


No stress 






A great deal of stress 


a) Expectations of spouse/partner 


□ 


1 


2 


3 


4 


5 


b) Meeting the needs of my own 


□ 


1 


2 


3 


4 


5 


family while providing child care 


c) Problems with parents (late pick-ups, 


□ 


1 


2 


3 


4 


5 


late payments, etc.) 


d) Dealing with licensing rules/regulations 


□ 


1 


2 


3 


4 


5 


e) Income fluctuations 


□ 


1 


2 


3 


4 


5 


f) Lack of privacy for me and my family 


□ 


1 


2 


3 


4 


5 


g) Expectations of parents of child care 


□ 


1 


2 


3 


4 


5 


children 


h) Helping new families and children 


□ 


1 


2 


3 


4 


5 


adjust 


i) Children leaving care 


□ 


1 


2 


3 


4 


5 


j) Financial concerns re: lack of benefits. 


□ 


1 


2 


3 


4 


5 


e.g. lack of pension 



F2. To what extent do you feel that you have control over most of the important things that affect your satisfaction with your 

job? Circle your choice on the 1 to 5 scale, 1 indicating a feeling of little control over some important things and 5 indicating 
plenty of control. 

Little control 1 2 3 4 5 Plenty of control 



Section G: Relationship with Your Agency 

Gl. In the past 12 months, how often have you been visited by your home visitor? 

G2. On average, how long does the home visitor stay? 

G3. What assistance do you receive through the visit by the home visitor? 



G4. What assistance would you like to receive through visits by the home visitor? 



G5. How helpful do you find visits by the home visitor? Circle your response on the scale from 1 to 5 (1 indicating not helpful, 
5 indicating very helpful). 

Not helpful 1 2 3 4 5 Very helpful 
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Put a check beside each of the following statements that describes your relationship with your home visitor? 

□ Encourages me to try new ideas 

□ Supervises me too closely 

□ Provides support and helpful feedback 

□ Sets high but realistic standards 

□ Makes me feel inadequate 

□ Trusts my judgement 

□ Is unavailable 

□ Appreciates the difficulties of balancing work and family responsibilities 

□ Is hard to please 



G7. Does your agency provide services for its caregivers, with or without charge, such as equipment loans, a toy-lending library, 
bulk buying, or playgroups? 

□ No 

□ Yes. Overall, how satisfied are you with these services? (Circle your choice on the 1 to 5 scale, 1 indicating very 
dissatisfied, 5 indicating very satisfied) 



Very dissatisfied 



Very satisfied 



G8. Do you expect to be associated with the same agency three years from now? 

□ No. Why not? - ■ 

□ Yes. Why? 

□ Don't know 



Section H: Educational and Professional Background 

HI . What is the highest level of education that you have completed? 

□ Some high school 

□ High-school diploma 

□ Some college/university, but did not complete certificate/diploma/degree 

□ Completed college/university, please specify certificate/diploma/degree received: 

H2. Which, if any, of the following home child care provider training courses have you completed? 

□ Step Ahead (Alberta Association of Family Day Care Homes) 

□ Good Beginnings (The Western Canada Family Child Care Association of B.C.) 

□ Training Plan for Family Day Care Providers Manual (Family Day Care Association of Manitoba) 

□ B.C.'s 150-hour orientation to child day care course 

□ Saskatchewan's 120-hour orientation to child day care course 

□ None of the above 

H3. Have you completed any certificate, diploma or degree courses specifically related to children or child care through a 
community college, university or other post-secondary institution? (Please exclude first aid and CPR certificates and 
anything identified in the previous question.) 

□ No 

□ Yes. Please indicate the certificate, diploma or degree and the duration of the program in the appropriate box in the 
following table. You may indicate more than one if appropriate, e.g. an early childhood certificate and a degree in 
teaching. 
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Area studied 


Certificate 


Diploma 


University degree 


Program length 
(e.g 10 months) 


Early childhood education 










Child development 










Teaching 










Child and Family Studies 










Other, please specify 











H4. Are you currently enrolled in a certificate, diploma or degree program at a college, university or other post-secondary 
institution? 

I I No 

□ Yes. Please specify type of program (e.g. certificate, diploma, degree) and area of study (if applicable) 

Type of program: 

Area of study (e.g. ECE): 

H5. Have you participated in any professional development activities during the past 3 years, for example conferences, 
workshops or courses? 

I I Yes 

■ □ No. Skip to Section J 

H6. How many of each of the following activities related to child care did you participate in during the past 3 years? 

a) Conference 

b) Workshop/seminar 

c) Non-credit course 

d) Credit course 

e) Other, please specify 

H7. Why do you participate in professional development activities? Please check all that apply. 

□ To meet the training requirement of the licensing system 

□ To get information on a particular problem/area of concern 
I I To learn more about the work I do 

□ To network with other caregivers 

□ To be able to charge higher fees 

□ Other, please specify 

H8. Of all the professional development activities that you participated in during the past three years, which was most helpful 
and why/how? 
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Section J: Personal Background 

J 1 . What was your age on your last birthday? 

□ Under 20 

□ 20-29 

□ 30 - 39 

□ 40-49 

□ 50-54 

□ Over 55 

J2. What is your marital status? 

□ Married or living with a partner 

□ Single (includes separated, divorced or widowed) 

J3. Please indicate the number of children in each of the following age groups who live with you full or part-time: 

□ None 

□ Children 0 to 35 months old 

□ Children 3 to 5 years old 
Q Children 6 to 1 1 years old 

□ Children 12 to 18 years old 

□ Children over 18 years old 

Section K: Recommendations 

K1. If a friend told you she was thinking about becoming a home-based caregiver, what three pieces of advice would you give her? 

1. 

2 . 

3. 



Thank you for completing this questionnaire. We realize that it took time and effort. Are there any comments, thoughts or 
suggestions that you would like to share with us? 

Additional comments: 



The person coming to your home will collect your completed questionnaire when she visits. 
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Appendix G 

interview with Provider 



Home I.D. 



Agency I.D. (if applicable) 



Information to be obtained before starting the observation 

1 . Number of children present 



2. How many of these are the caregiver's own children? 

(Observer: make a mental note which children these are) 

3. Age range of the children present, from to months. 

4. How many currently enrolled children are absent today? 

If none, go to 6. 
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Do any of the children who are absent have a special need or a significant health problem? 

We are using the term "special needs" to include a physical or intellectual disability identified by a professional such as a 
physician or speech therapist or a diagnosed behaviour or emotional disorder. 

a) No Q 

b) Yes Q What is the nature of the child's special need? 



6. Are there any children present today who have a special need or multiple special needs? (Observer: include the caregiver's 
own children if relevant ) 

a) No □ 

b) Yes □ How many? 

c) What is the nature of the special need? 

Child #1 

Child #2 

Child # 3 

7. Are there any children present whose families do not speak English at home? (or French for a francophone provider) 

a) No Q 

b) Yes □ How many? 

8. What language do you generally speak in the home when the child care children are present? 

a) English Q 

b) French □ 

c) Other, please specify 



9. Number of caregivers present (put a checkmark beside appropriate answer): 

a) One only Q (do not include teen child of caregiver who may come home at lunch and may even help feed the child 
care children) 

b) Two □ Is the second person: 

c) a regular assistant? Yes □ OR 

d) a substitute for a regular assistant? Yes □ OR 

e) an ECE student on practicum placement? Yes □ 

10. Is there anything out of the ordinary today, for example, a volunteer or parent present, a child who is teething? 

a) No Q 

b) Yes □ What is it? 
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Information to be sought after the observation 

1 1 . Ask any questions required to complete the FDCRS, that is, to check on things that were not/could not be observed. 



To be asked only if there is a child with special needs present or enrolled (even if absent today) — otherwise thank person and 
stop interview: 



12. Have you received specific training to assist you to work with the children you are caring for who have special needs? 

(Probe for a match between the child's special need and the training, e.g. training in positioning and lifting a child with a 
physical disability, training in signing for a child who has impaired hearing) 

a) No Q 

b) Yes □ Please describe the training (not who provided but what was demonstrated or taught) 



13. On a scale from 1 to 5, with 1 being only a little or not at all and 5 being a lot, to what extent has this training helped you to 
feel comfortable caring for the child(ren) with special needs? (Circle the number reflecting the answer given) 

A little/not at all 1 2 3 4 5 A lot/very helpful 

14. Is there any one else, apart from yourself (and assistant, if applicable) involved with the child(ren) with special needs while 
they are in your home, i.e. another person who comes to your home to work with or provide a service for the child? 

a) No □ Skip to next question 

b) Yes □ What is this person (i.e. speech therapist, nurse) 

c) What is their role? (e.g. to provide one-to-one speech therapy) 



15. Who do you speak to when you have an issue or concern regarding a child who has special needs and you feel you need 
advice? (Only use the list of options if a prompt required — multiple answers are possible) 

I I a) No-one, skip to question 16 

□ b) The child's parent 

I I c) A consultant from my FDC agency or a resource and referral program 

□ d) Occupational/physical therapist (OT/PT) 

□ e) Speech/language therapist 

□ f) Behaviour therapist/psychologist/other mental health worker 

□ g) Paediatrician or nurse 

□ h) Other, please specify 
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On a scale from 1 to 5, with 1 being only a little and 5 being a lot/very helpful, to what extent do you feel you are able to 
obtain sufficient support and assistance from these people? (Circle the number reflecting the response given) 

Only a little 1 2 3 4 5 A lot/very helpful 



17. 



Do you have to meet with consultants who are involved with the child(ren) with special needs on your own time, that is, 
unpaid time? 



a) Yes Q 

b) NoQ 



Thank you for answering these questions for me. 
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Appendix H 

Caregiver Interaction Scale 



Not at all 



1 . Speaks warmly to the children □ 

2. Seems critical of the children □ 

3. Listens attentively when children speak 

to him/her □ 

4. Places high value on obedience □ 

5. Seems distant or detached from the children □ 

6. Seems to enjoy the children □ 

7. When the children misbehave, explains the 

reason for the rule they are breaking □ 

8. Encourages the children to try new 

experiences □ 

9. Speaks with irritation or hostility to the 

children □ 

10. Seems enthusiastic about the children's 

activities and efforts □ 

11. Threatens children when trying to control 

them Q 

12. Spends considerable time in activity not 

involving interaction with the children □ 

13. Pays positive attention to the children as 

individuals □ 

14. Talks to children on a level they can 

understand □ 



Somewhat 


Quite a bit 


Very much 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 
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Not at all 


Somewhat 


Quite a bit 


Very much 


15. Punishes the children without explanation 


□ 


□ 


□ 


□ 


16. Encourages children to exhibit prosocial 
behaviour, e.g. sharing 


□ 


□ 


□ 


□ 


17. Finds fault easily with children 


□ 


□ 


□ 


□ 


18. Doesn't seem interested in the children's 
activities 


□ 


□ 


□ 


□ 


1 9. Seems to prohibit many of the things 
children want to do 


□ 


□ 


□ 


□ 


20. Doesn't supervise the children very closely 


□ 


□ 


□ 


□ 


21. Expects the children to exercise 

developmentally inappropriate self-control, 
e.g. to be undisruptive for group, teacher-led 
activities, to be able to stand in line calmly 


□ 


□ 


□ 


□ 


22. When talking to children, kneels, bends or 
sits at their level to establish better eye 
contact 


□ 


□ 


□ 


□ 


23. Seems unnecessarily harsh when scolding 
or prohibiting children 


□ 


□ 


□ 


□ 



Administration : 



Observation should last for a minimum of two hours. The observer puts a check mark in the appropriate column beside each 
descriptor to indicate whether, overall, the adult's behaviour was like the descriptor "not at all" (less than 25% of observed 
instances), "somewhat" (roughly between 25% and 50% of observed instances), "quite a bit" (roughly between 50% and 75% of 
observed instances), or "very much" (description very typical of the behaviour observed). 

Scoring: 

Not at all = 1 point 
Somewhat = 2 points 
Quite a bit = 3 points 
Very much = 4 points 

Subscale score calculation: 

(a) Add scores from items 1, 3, 6, 7, 8, 10, 13, 14, 16 & 22 = (Sensitivity score) 

(b) Add scores from items 2, 4, 9, 11, 1 5, 1 7, 19, 21 & 23 = (Harshness score) 

(c) Add scores from items 5, 12, 18 & 20 = (Detachment score) 
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Appendix I 

An Overview of the 
Family Day Care Rating Scale 

The Family Day Care Rating Scale (FDCRSf has six sub-scales that are used in the assessment of any 
home. A seventh, Supplementary Items: Provisions for Exceptional Children , can be used in a home where 
there is a child with special needs. The items examined in each sub-scale are listed below. 

1 . Space and Furnishings for Care and Learning: The safety and appropriateness of the furnishings for 
personal care and for the provision of a child care program; the provisions for pictures and mobiles that 
will appeal to children and for the display of children’s artwork; the adequacy of the amount of indoor 
space and of the outdoor space that is used by the child care children, and its safety; the availability of 
materials and equipment for outdoor play. 

2. Basic Care: Routines and practices around children arriving and departing; provisions for diapering and 
toileting; provisions for children’s naps or rest period; appropriateness of meals and snacks and the way 
food is handled; health and safety provisions and practices. 

3. Language and Reasoning: The amount and quality of the language interaction between the provider 
and the children; the availability of activities and materials that will stimulate the development of 
children’s language and reasoning skills. 

4. Learning Activities: The availability and appropriateness of materials and activities that encourage 
eye-hand coordination; the availability of art, music and music activities; the provision of opportunities 
for sand and water play and for dramatic play; the appropriateness of the use of TV; the variety of 
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activities provided and the extent to which there is a balance of different types of activities; the provision 
of developmentally appropriate supervision, both indoors and outdoors. 

5. Social Development: The general emotional tone of the home (e.g., do the children and care provider 
seem relaxed and cheerful or are children hurried along?); the care provider’s methods of behaviour 
guidance; the extent to which toys, pictures, books and activities reflect diversity (cultural/racial, gender, 
ability/disability, different ages). 

6. Adult Needs: The extent to which the care provider balances personal and caregiving responsibilities; 
the policies and practices related to communication with parents; the extent to which the provider 
participates in professional development. 

7. Provisions for Exceptional Children: The extent to which adaptations are made to routines, activities, 
equipment and toys to provide appropriate care for the child; the extent to which the provider adapts her 
communication for the child if this is necessary; the extent to which provisions are made to maximize the 
child’s inclusion in activities with other children; the extent to which the provider seeks additional 
information or skills required for the care of the child, and the provider’s sharing of information with the 
child’s parents. 



Note 

1 Harms and Clifford 1989. 
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Appendix J 

The Thirty Possible Predictor 

Variables Used in the Analyses 

Structural Aspects 

1 . Total number of children enrolled 

2. Age of youngest child present when observation done 

3. Number of caregivers present when observation done 

Provider Characteristics 

4. Highest level of formal education completed in any subject 

5. Highest level of ECCE-related education completed 

6. Has completed a formal family child care-specific training course 

7. Participated in at least one professional development activity within the past three years 

8. Time worked as an unregulated provider 

9. Time worked in a child care centre 

10. Time worked as a nanny/paid caregiver in a child’s own home 

Adult Work Environment 

1 1 . Gross income from child care provision in the previous year 

12. Fee per day for a three-year-old 

13. Number of benefits received; e.g., payment for statutory holidays 

14. Number of non-contact hours per week spent on child care-related activities; e.g., paperwork 

15. Number of days’ vacation in previous 12 months 
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Context 

16. Provider networks informally with other providers 

1 7. Provider networks with other providers through an organized association/network 

1 8. Provider belongs to a local caregiver network or association in her community 

19. Number of local child care associations or organizations provider is associated with 

20. Provider belongs to a provincial or territorial child care association 

21 . Number of services/programs used regularly out of the first four listed in question D4 of the provider 
questionnaires (Appendix E and F) 

22. Number of services/programs used regularly out of the remaining five listed in question D4 of the 
provider questionnaires (Appendix E and F) 

Provider Feelings about Family Child Care Work 

23. Provider states she expects to continue family child care for another three years and her reasons 
indicate enjoyment of the work and commitment to the occupation 

24. Provider says she would choose family child care as a career again because she enjoys the work, sees 
it as her chosen occupation 

25. Provider states reason for participating in professional development is to learn more about the work 
she does 

26. Provider motivation to become regulated is to demonstrate her care meets standards and/or to be more 
professional 

27. Provider identifies being alone most of the time as one of the most negative aspects of family child 
care provision 

28. Advice to a friend: Be sure this is what you want to do, research it, know yourself, must love the work 

29. Advice to a friend: Realize the value of the service you provide 

30. Advice to a friend: Use all the resources you can find 
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Appendix K 

Strengths and Limitations of 
the Study, and impiications for 
Future Research 



This study had a number of strengths, including: 

1 . A large sample: we completed observations in 23 1 homes in six provinces and one territory. The 
largest study conducted on family child care that also involved in-home observations was the National 
Day Care Home Study in the United States. 1 It had a sample of 305 homes across three states. The 
more recent Quality in Family Child Care and Relative Care} which also conducted in-home 
observations, included 1 12 regulated providers, 60 non-regulated providers and 54 relative caregivers, 
for a total of 226 homes in three states. Other studies involving in-home observations have had much 
smaller samples in single locations. 3 

2. Providers were from seven jurisdictions selected to be broadly representative of the diversity of 
family child care in Canada. The jurisdictions represented various points along the continuum of 
government regulatory standards and the extent of provincial or territorial supports to family child 
care. Three of the participating provinces use the agency model of regulation, while the other 
jurisdictions licence providers individually. 



Strengths 
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3. The use of systematic procedures and valid measures that allowed us to collect information about 
many aspects of family child care from our sample. 

4. Data analyses that went beyond the identification of associations between quality and caregiver 
variables to identify those variables that predict quality in family child care. 

Limitations 

Sampling and Sample Size 

Results generated from self-selected samples must always be considered with caution. Inclusion in 
our study, as in all studies of this type, depended entirely on voluntary participation. Furthermore, our 
sample was based on providers drawn from particular communities. The extent to which the data 
generated by our sample also represents those providers who declined to participate, as well as 
providers in other communities, cannot be determined. As discussed in Chapter 3, Section 3.3, overall 
our sample was reasonably comparable with a Canada-wide sample of regulated providers obtained in 
an earlier survey. 4 However, both studies required completion of a questionnaire and it is likely that 
both under-represent providers who are not fluent in English or French, or who are less comfortable 
than others in responding in writing to written material. 

One safeguard that can raise confidence in the representativeness of a sample is to increase sample 
size. More participants generate more data and reduce the possibility that a few extreme cases will 
seriously distort the results. However, on-site data collection is time-consuming, costly and, 
especially in a person’s home, intrusive. As a result, obtaining large samples is challenging. While 
our sample was large relative to those used in other research, we still did not have sufficient numbers 
to do focused analyses in individual jurisdictions. 

Limitations of the Family Day Care Rating Scale 

The study used two observation instruments: the Caregiver Interaction Scale (CIS) 5 and the Family 
Day Care Rating Scale (FDCRS). 6 Concerns have been expressed that the FDCRS , being an 
adaptation of an instrument originally designed for centres, fails to acknowledge or tap “several 
important aspects of family child care quality.” 7 These include the provider’s ability to capitalize on 
the presence of a mixed-age group of children as an opportunity for children to learn from other 
children, and the quality of the communication and interaction between provider and parent. We 
acknowledge as major limitations in our study the fact that we did not assess the provider’s ability to 
successfully relate to, and engage children in, mixed-age groups, or the provider’s relationship with 
parents. There is clearly a need to develop an observational instrument that would access these skills 
and other important aspects of family child care quality, such as the provider’s ability to address the 
isolation typical of this occupation, her ability to ensure some personal time for herself, and the 
family child care situation as an adult work environment. There is equally clearly a need for research 
on these as yet unexplored aspects of family child care provision. Nevertheless, the high correlation 
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that we found between the CIS and the FDCRS (see Table 6.6) in addition to the findings of previous 
research (see Appendix A) allows us to have some confidence in the ability of the FDCRS to identify 
the basic health and safety of the homes and those homes most likely to provide the type of 
experiences that support and stimulate children’s development. 

The Time of Day When the Observations Were Conducted 

Most of the observations were done between the time of arrival and the end of lunch. As a result, in 
most cases we did not observe when school-aged children were present, which is also usually the 
time when the provider has the maximum number of children. Thus our study, like previous family 
child care research, did not pay adequate attention to the experiences of school-age children in 
family child care. There is a need for future studies to explore this issue specifically. 



Implications for Future Research 

Sampling 

We know that many family child care providers in Canada, especially in large urban areas, come 
from diverse language and cultural backgrounds. Future studies must use multiple approaches to 
reach out to these providers so that their perceptions and needs can be identified. 

While our sample was large relative to those used in other research, we did not have sufficient 
numbers to do focused analyses in individual jurisdictions. Future studies that hope to address 
specific policy questions within a given jurisdiction will need to recruit larger samples than were 
possible on an individual province basis in this study. 

The Appropriateness of Existing Measures of Quality in Family Child Care 

One of the instruments we used, the Family Day Care Rating Scale , has been criticized for failing to 
acknowledge or assess critical aspects of family child care. As was identified in the recent Caring 
' Cross Canada symposium, which involved providers, family child care agency staff, organizational 
and government representatives and researchers, there is a need to identify what constitutes quality in 
family child care and to develop appropriate mechanisms to asses it. 

Quality Care and Developmental Outcomes 

There are compelling social reasons for conducting research on the effect of the level of child care 
quality on children’s emotional, social, language and intellectual development. Little is known about 
either the short-term or the long-term consequences of participation in low- or high-quality child care 
during a child’s early years. The current study contributed much to our ability to predict the variables 
associated with positive child outcomes. The next crucial step for a society that truly values its 
children is an examination of the short- and long-term developmental implications of child care per 
se, and child care of different levels of quality. 
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1 Divine-Hawkins 1981. 

2 Kontos et al. 1995. 

3 For example, Goelman and Pence 1987, 1988. 

4 Goss Gilroy Inc. 1998. 

5 Arnett 1989. 

6 Harms and Clifford 1989. 

7 Modigliani 1990, p. 20. 
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